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TUESDAY, APRIL 9, 1957 


House or REPRESENTATIVES, 
SUBCOMMITTEE ON HEALTH AND SCIENCE OF THE 
COMMITTEE ON INTERSTATE AND FoREIGN COMMERCE, 
Washington, D. C. 

The subcommittee met, pursuant to call, at 10 a. m., in room 1334, 
New House Office Building, Hon. George M. Rhodes presiding. 

Mr. Ruopes. The meeting of the Subcommittee on Health and 
Science will come to order, for the purpose of a public hearing on 
H. R. 2021 and H. R. 2380, construction of Indian hospitals. 

(H. R. 2021 and H. R. 2380 and Department reports are as follows:) 


[H. R. 2021, 85th Cong., Ist sess.] 


A BILL To provide for the construction of Indian hospitals and to provide for grants to assist in the 
construction of community hospitals which will serve Indians and non-Indians jointly 


Be it enacted by the Senate and House of Representatives of the United States of 
America in Congress assembled, 


SHORT TITLE 
Section 1. This Act may be cited as the “Indian Hospital Aid Act of 1957.” 


DEFINITIONS 

Sec. 2. As used in this Act 

(1) The term “hospital’’ includes public health centers and general tuberculosis, 
mental, chronic disease, and other types of hospitals, and related facilities, such 
as laboratories, outpatient departments, nurses’ home and training facilities, and 
central service facilities operated in connection with hospitals, but does not include 
any hospital furnishing primarily domiciliary care; 

(2) The term “construction” includes construction of new buildings, expansion, 
remodeling, and alteration of existing buildings, and initial equipment of any such 
buildings (including medical transportation facilities); including architects fees, 
but excluding the cost of off-site improvements and the cost of the acquisition of 
land; 

(3) The term ‘‘cost of construction’”” means the amount found by the Surgeon 
General to be necessary for the construction of the project; and 

(4) The term ‘Surgeon General’? means the Surgeon General of the Public 
Health Service. 

AUTHORIZATION OF APPROPRIATIONS 


Sec. 3. Funds appropriated for the construction of Indian health facilities for 
the fiscal year ending June 30, 1958, and for each fiscal year thereafter, may be 
used for making grants-in-aid under this Act for the construction of hospitals 
which will furnish care to Indians. 


ELIGIBILITY FOR GRANTS 


Sec. 4. (a) An application for grants under this Act for a fiscal year shall be 
made not later than such date in the fiscal year preceding the fiscal year during 
which the grant would be made as may be prescribed by the Surgeon General. 

(b) To be eligible for a grant under this Act, the applicant must— 


(1) be a State or political subdivision thereof or a public or other nonprofit 
agency, 
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(2) give assurance to the Surgeon General that the grant will be used for 
the construction of a hospital and to augment funds derived from other 
sources which will be used in the construction of such hospital, 

(3) give assurance that Indians will not be discriminated against in the 
furnishing of services by or in connection with the hospital. 


WHAT GRANTS WILL BE MADE 


Sec. 5. The Surgeon General shall make grants under this Act to applicants 
who are eligible therefor under section 4. In determining to which such applicants 
grants will be made, the Surgeon General shall consider, among other things, the 
following factors: 

(1) The extent of the need of the Indians who would be served by the hospital 
for improved hospital services. 

(2) Whether the needed hospital services can be most economically provided 
by grants under this Act, or by some other means. 

(3) The extent and probable duration of Federal utilization of the hospital. 

(4) The wishes of the Indians who will be affected by the grant. 


AMOUNT OF GRANT; PAYMENTS 


Sec. 6. (a) For the purpose of determining the amount of a grant under this 
Act, the Surgeon General shall estimate what percentage of the use of the pro- 
posed hospital will be attributable to Indians. The grant shall not be a larger 
percentage of the cost of construction than the percentage estimated under the 
preceding sentence, and such grant, when added to any Federal funds to be 
received under the provisions of law in connection with the construction of the 
hospital, shall not exceed the cost of the construction of the hospital. 

(b) Upon approval of any application for a grant under this Act, the Surgeon 
General shall reserve, from any appropriation available therefor, the amount of 
such grant as determined under subsection (a), and shall pay such amount, in 
advance or by way of reimbursement, and in such installments consistent with 
construction progress, as he may determine. Such payments shall be made 
through the disbursement facilities of the Department of the Treasury. The 
Surgeon General’s reservation of any amount under this section may be amended 
by him, either upon approval of an amendment of the application or upon revision 
of the estimated cost of construction of the facility. 


RECAPTURE OF PAYMENTS 


Sec. 7. If, within ten years after completion of any construction for which funds 
have been paid under this Act, the Surgeon General finds that— 
(1) the applicant or other owner of the hospital has ceased to be a State or 
a political subdivision thereof or a public or other nonprofit agency, 
(2) any funds have been diverted from the purposes for which they were 
paid, 
(3) any assurance given in an application made under this Act is not being 
or cannot be carried out, 
the United States shall be entitled to recover from the applicant or other owner of 
the hospital the amount bearing the same ratio to the then value (as determined by 
agreement of the parties or by action brought in the United States District Court 
for the district in which such hospital is situated) of the hospital, as the amount 
of the grant bore to the cost of construction of the hospital. 


NONINTERFERENCE WITH ADMINISTRATION OF HOSPITALS 


Sec. 8. Except as otherwise specifically provided, nothing in this Act shall be 
construed as conferring on any Federal officer or employee the right to exercise 
any supervision or control over the administration, personnel, maintenance, or 
operation of any hospital with respect to which any funds have been or may be 
expended under this Act. 

REGULATIONS 


Sec. 9. (a) Within six months after the enactment of this Act, the Surgeon 
General, with the approval of the Secretary of Health, Education, and Welfare, 
shall prescribe general regulations covering the eligibility of applicants, and the 
terms and conditions for approving applications. 

(b) The Surgeon General is authorized to make, with the approval of the 
Secretary of Health, Education, and Welfare, such administrative and other 
regulations as he finds necessary to carry out the provisions of this Act. 
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NONDISCRIMINATION 


Sec. 10. A provision of a contract between the Surgeon General and another 
person under which such person gives assurances that certain facilities will be at all 
times available for the care of Indians shall not be considered to be a discrimination 
on account of race, creed, or color for the purposes of title VI of the Public Health 
Service Act. 





{H. R. 2380, 85th Cong., 1st sess.] 


A BILL To provide for the construction of Indian hospitals; to provide for grants to assist in the con- 
struction of community hospitals which will serve Indians and non-Indians jointly. 


Be it enacted by the Senate and House of Representatives of the United States of 
America in Congress assembled, 


SHORT TITLE 


Section 1. This Act may be cited as the “Indian Hospital Aid Act of 1956” 


DEFINITIONS 

Sec. 2. As used in this Act— 

(1) The term ‘“‘hospital’’ includes public health centers and general, tubercu- 
losis, mental, chronic disease, and other types of hospitals, and related facilities, 
such as laboratories, out-patient departments, nurses’ home and training facili- 
ties, and central service facilities operated in connection with hospitals, but does 
not include any hospital furnishing primarily domiciliary care; 

(2) The term ‘‘construction’’ includes construction of new buildings, expan- 
sion, remodeling, and alteration of existing buildings, and initial equipment of 
any such buildings (including medical transportation facilities) ; including archi- 
tects fees, but excluding the cost of off-site improvements and the cost of the 
acquisition of land; 

(3) The term “cost of construction’? means the amount found by the Surgeon 
General to be necessary for the construction of the project; and 

(4) The term ‘Surgeon General’? means the Surgeon General of the Public 
Health Service. 

AUTHORIZATION OF APPROPRIATIONS 


Sec. 3. Funds appropriated for the construction of Indian Health Facilities for 
the fiseal year ending June 30, 1958, and for each fiscal year thereafter, may be 
used for making grants-in-aid under this Act for the construction of hospitals 
which will furnish care to Indians. 


ELIGIBILITY FOR GRANTS 


Sec. 4. (a) An application for grants under this Act for a fiscal year shall be 
made not later than such date in the fiscal year preceding the fiscal year during 
which the grant would be made as may be prescribed by the Surgeon General. 

(b) To be eligible for a grant under this Act, the applicant must— 

(1) be a State or political subdivision thereof or a public or other non- 
profit agency, 

(2) give assurance to the Surgeon General that the grant will be used for 
the construction of a hospital and to augment funds derived from other 
sources which will be used in the construction of such hospital, 

(3) give assurance that Indians will not be discriminated against in the 
furnishing of services by or in connection with the hospital. 


WHAT GRANTS WILL BE MADE 


Sec. 5. (a) The Surgeon General shall make grants under this Act to applicants 
who are eligible therefor under section 4. In determining to which of such appli- 
cants grants will be made, the Surgeon General shall consider, among other things, 
the following factors: 

(1) The extent of the need of the Indians who would be served by the hospital 
for improved hospital services. 

(2) Whether the needed hospital services can be most economically provided 
by grants under this Act, or by some other means. 

(3) The extent and probable duration of Federal utilization of the hospital. 

(4) The wishes of the Indians who will be affected by the grant. 
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AMOUNT OF GRANTS; PAYMENTS 


Sec. 6. (a) For the purpose of determining the amount of a grant under this 
Act, the Surgeon General shall estimate what percentage of the use of the pro- 
posed hospital will be attributable to Indians. The grant shall not be a larger 
percentage of the cost of construction than the percentage estimated under the 
preceding sentence, and such grant, when added to any Federal funds to be re- 
ceived under the provisions of law in connection with the construction of the hos- 
pital, shall not exceed the cost of construction of the hospital. 

(b) Upon approval of any application for a grant under this Act, the Surgeon 
General shall reserve, from any appropriation available therefor, the amount of 
such grant as determined under subsection (a), and shall pay such amount, in 
advance or by way of reimbursement, and in such installments consistent with 
construction progress, as he may determine. Such payments shall be made 
through the disbursement facilities of the Department of the Treasury. The 
Surgeon General’s reservation of any amount under this section may be amended 
by him, either upon approval of an amendment of the application or upon revi- 
sion of the estimated cost of construction of the facility. 


RECAPTURE OF PAYMENTS 


Sec. 7. If, within ten years after completion of any construction for which 
funds have been paid under this Act, the Surgeon General finds that— 
(1) the applicant or other owner of the hospital has ceased to be a State 
or a political subdivision thereof or a public or other nonprofit agency, 
(2) any funds have been diverted from the purposes for which they were 
paid, 
(3) any assurance given in an application made under this Act is not being 
or cannot be carried out, 
the United States shall be entitled to recover from the applicant or other owner 
of the hospital the amount bearing the same ratio to the then value (as determined 
by agreement of the parties or by action brought in the United States District 
Court for the district in which such hospital is situated) of the hospital, as the 
amount of the grant bore to the cost of construction of the hospital. 


NONINTERFERENCE WITH ADMINISTRATION OF HOSPITALS 


Sec. 8. Except as otherwise specifically provided, nothing in this Act shall be 
construed as conferring on any Federal officer or employee the right to exercise 
any supervision or control over the administration, personnel, maintenance, or 
operation of any hospital with respect to which any funds have been or may be 
expended under this Act. 

REGULATIONS 


Sec. 9. (a) Within six months after the enactment of this Act, the Surgeon 
General, with the approval of the Secretary of Health, Education, and Welfare, 
shall prescribe general regulations covering the eligibility of applicants, and the 
terms and conditions for approving applications. 

(b) The Surgeon General is authorized to make, with the approval of the 
Secretary of Health, Education, and Welfare, such administrative and other regu- 
lations as he finds necessary to carry out the provisions of this Act. 


NONDISCRIMIN ATION 


Sec. 10. A provision of a contract between the Surgeon General and another 
person under which such person gives assurances that certain facilities will be at all 
times available for the care of Indians shall not be considered to be a discrimina- 
tion on account of race, creed, or color for the purposes of title VI of the Public 
Health Service Act. 





EXECUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington, D. C., April 30, 1957. 


Hon. OrEN Harris, 
Chairman, Committee on Interstate and Foreign Commerce, 
House of Representatives, Washington, D. C. 
My Dear Mr. Cuarrman: This will acknowledge your letters of January 15 
and February 11, 1957, inviting the Bureau of the Budget to comment on H. R. 
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2380 and H. R. 2021, practically identical bills, to provide for the construction 
of Indian hospitals and to provide for grants to assist in the construction of 
community hospitals which will serve Indians and non-Indians jointly. 

These bills provide that funds appropriated for the construction of Indian 
health facilities for the fiscal year 1958 and succeeding years may be used to 
assist in the construction (including expansion, remodeling, and alteration) of 
hospitals which will furnish care to Indians. A grant for this purpose could not 
be a larger percentage of the cost of construction than the percentage of the use 
of the proposed hospital attributable to Indians. 

The Bureau of the Budget believes that there is a need for legislation which 
would authorize the use of funds appropriated for the construction of Indian 
health facilities as a contribution to the construction of community hospitals 
which would serve both Indians and non-Indians, as an alternate to direct Federal 
construction. Many of the Federal hospitals operated for Indians are in need 
of replacement or renovation, and this office believes that it is desirable, wherever 
feasible, for this need to be met through the construction of additional community 
facilities, as a step toward the goal of the Indian health program which is the 
furnishing of health services to Indians in the same manner as they are provided 
the rest of the population. 

There are, however, two respects in which H. R. 2021 and H. R. 2380 go beyond 
this type of program. First, the term “Indian” is used without any qualification. 
This term is often taken to mean all persons of Indian descent, whereas not all 
such persons receive special services from the Bureau of Indian Affairs and the 
Public Health Service. This office believes that no hospital facilities should be 
provided under this program for Indians not receiving health services from or at 
the expense of the Public Health Service at the present time. 

Secondly, the approach and wording of the two bills are those of a general 
grant-in-aid program applicable to any hospital serving Indian patients. This 
office, however, favors only the authorization of an alternative method of furnish- 
ing facilities within the scope of the present Indian health program, for the 
purpose of meeting the needs of that program. 

For these reasons, the Bureau of the Budget recommends against the enactment 
of H. R. 2021 and H. R. 2380. In lieu thereof it recommends enactment of draft 
legislation prepared by the Department of Health, Education, and Welfare which 
would authorize the more restricted program which has been described above 

Sincerely yours, 
Ropert EF. MERRIAM, 
Assistant Director. 


DEPARTMENT OF HEALTH, EpucAaTIoN, AND WELFARE, 
Washington, April 9, 1957. 
Hon. OREN Harris, 
Chairman, Committee on Interstate and Foreign Commerce, 
House of Representatives. 


Dear Mr. CuarrMAn: This letter is in response to your request of January 25, 
1957, for a report on H. R. 2021 and your request of February 11, 1957, for a 
report on H. R. 2380. These bills are identical and are “to provide for the con- 
struction of Indian hospitals and to provide for grants to assist in the construction 
of community hospitals which will serve Indians and non-Indians jointly.” 

These bills would authorize grants-in-aid for the construction of community 
hospitals on the basis of the percentage of use of the proposed hospital which 
would be attributable to Indians. Such grants, when added to Federal funds to 
be received under other provisions of law in connection with the construction of 
the hospital, could not exceed the necessary cost of constructing the project. 
Under section 3, funds appropriated for the construction of Indian health facilities 
would be available for making such grants-in-aid. Section 5 requires the Surgeon 
General to make grants to eligible applicants. Other provisions in the bills relate 
to definitions, applications for grants, eligibility of applicants, the factors to be 
considered in making grants, recapture of payments, noninterference by Federal 
officers or employees with administration of hospitals constructed under the bills, 
and the making of regulations. Provision is also made that a contract between 
the Surgeon General and another person under which such person gives assurances 
that certain facilities will be at all times available for the care of Indians shall 
not be considered to be a discrimination on account of race, creed, or color, for 
the purpose of title VI of the Public Health Service Act. 


92912—57—_: 


> 
- 
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These bills essentially would authorize appropriations available for the con- 
struction of Indian health facilities to be used, in combination with funds from 
other sources, for the construction of community hospitals which will serve the 
needs of Indians and non-Indians. We view the proposals as intended to authorize 
an additional or alternative method for carrying out the Public Health Service’s 
responsibility for the conservation of Indian health. When that responsibility 
involves the efficient expenditure of funds made available by the Congress for the 
construction of additional facilities needed to met the requirements of that. 
program in a given locality, one of the ways in which this could be done would be 
to join with adjacent non-Indian communities in financing the construction of 
facilities which would serve both needs. It would thus be incumbent upon the 
Surgeon General to consider in each instance whether a construction project 
undertaken in cooperation with the adjacent non-Indian community would pro- 
vide a more desirable and effective means of obtaining the necessary additional 
(or expanded or improved) facilities for Indians. 

The Congress has in the past authorized cooperative projects in specific local- 
ities. The principle is one which might well be extended to additional construction 
needed for the Indian health program if suitable cooperative projects can be 
planned for. It could, we believe, make possible the more effective and eco- 
nomical use of funds authorized for construction needed for the Indian health 
program. At the same time, it could also assist adjacent non-Indian communities 
and result in the construction of facilities of a more desirable size or kind than 
would be possible with either Indian health funds or local resources alone. It 
would be appropriate to apply this principle also to local projects which are in 
part financed by Federal funds otherwise available to the local community, 
including funds available to it under the Federal-State hospital survey and 
construction program. 

The use of grant-in-aid terminology throughout the bills is, however, confusing 
since it implies a program very different in character—one with a generally avail- 
able pool of grant money for which applicants meeting general eligibility require- 
ments may apply. This runs counter to the primary premise of the bills that 
participation in a given project and sharing of construction costs must be respon- 
sive to the requirements of the Indian health program for a given locality. Unless 
this primary condition is carried consistently throughout the bills, the proposal 
could result in the diversion of Indian health appropriations for construction to 
areas for which no additional Federal Indian hospital construction had been 
planned or justified in budget requests. 

As indicated above, we believe that the bills should be regarded as authorizing 
an additional means of carrying out existing program responsibilities of the 
Service, and that it should be made clear that these program responsibilities would 
not be expanded by enactment of the bills. 

It is essential, also, we believe, that the bills should clearly limit any contribution 
from Indian health funds to that portion of the construction costs which can be 
considered directly attributable to Indian health-program needs, and that there 
should be no implication of a continuing Federal statutory obligation to finance 
Indian health care through contract arrangements with the cooperating project 
sponsors. Any provisions in the bills looking to “Federal utilization” or purchase 
of services should be fiexible enough to permit the negotiation of advantageous 
contract arrangements in the light of changing program requirements and 
circumstances. 

For the reasons outlined above, we cannot recommend the enactment of the 
bills in their present form. We are, however, working on specific suggestions for 
substitute legislative language which we hope to submit for consideration by your 
committee at an early date. 

The Bureau of the Budget advises that it perceives no objection to the sub- 
mission of this report to your committee. 

Sincerely yours, 
M. B. Fousom, Secretary. 


DEPARTMENT OF HEALTH, EpUCATION, AND WELFARE, 
Washington, D. C., May 1, 1957. 


Hon. OREN Harris, 
Chairman, Committee on Interstate and Foreign Commerce, 
House of Representatives, Washington, D. C. 
Dear Mr. CHatrMan: In the Secretary’s letter to vou of April 9, 1957, reporting 
on H. R. 2021 and H. R. 2380, we said we were working on specific suggestions for 
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substitute language to carry out the recommendations for revision of the bills 
which we made in our report. 

Attached is a draft bill which we believe would serve this purpose and we 
recommend its favorable consideration by your committee. 

The Bureau of the Budget advises that it perceives no objection to the sub- 
mission of the enclosed draft bill to your committee. 

Sincerely yours, 
Exuiot L, RicHarpson, 
Assistant Secretary. 


A BILL To authorize funds available for construction of Indian health facilities to be used to assist in the 
construction of community hospitals which will serve Indians and non-Indians 


Be it enacted by the Senate and House of Representatives of the United States of 
America in Congress assembled, That whenever the Surgeon General of the Public 
Health Service, in carrying out his functions under the Act of August 5, 1954 
(66 Stat. 674), determines, after consultation with the Indians concerned, that in 
a particular area the provision of financial assistance to one or more public or 
other nonprofit agencies or organizations for the construction of a community 
hospital constitutes a more desirable and effective method than direct Federal 
construction, of obtaining needed hospital facilities for Indians in the area to 
whom the Public Health Service provides health services, he may provide such 
financial assistance from funds available for the construction of Indian health 
facilities for such Indians. 

Sec. 2. The amount of such financial assistance shall not exceed that portion 
of the reasonable cost of the construction project which is attributable to the 
Indian health needs, as determined by the Surgeon General: Provided, That in 
determining, for the purposes of this Act, the portion of the cost of the construc- 
tion project attributable to Indian health needs, the Surgeon General shall take 
into account only those categories of Indians receiving hospital and medical care, 
including outpatient care and field health services, from or at the expense of the 
Public Health Service on the date of enactment of this Act. 

Sec. 3. As a condition to providing assistance under section 1, the Surgeon 
General shall 

a) require plans and specifications meeting such standards of construc- 
tion and equipment as he may prescribe, and 

(b) obtain such assurances and agreements as in his judgment are equitable 
in the light of the financial assistance provided under this Act and are neces- 
sary to assure the availability of the facility for the provision of hospital and 
medical care to Indians and to assure compliance with State standards for 
operation and maintenance of hospitals which receive Federal aid under title 
VI of the Public Health Service Act (42 U.S. C., eh. 6A, subeh. IV). 

Sec. 4. The Surgeon Genera! shall make payments under section 1 in advance 
or by way of reimbursement and in such installments consistent with construction 
progress, as he may determine. 

Sec. 5. Neither assistance provided under this Act for meeting part of the cost 
of construction of a hospital project, nor the giving of any assurance required as a 
condition of such assistance, shall be construed as affecting in any way the eligibil- 
ity of such project for aid under title VI of the Public Health Service Act or any 
other Federal Act authorizing financial aid in the construction of such project, 
but construction costs met with Federal funds made available under this Act shall 
not be included in the cost of construction in which the Federal Government shares 
under such title VI or other Federal Act. 

Sec. 6. As used in this Act 

(a) ‘“‘Hospital’’ includes diagnostic or treatment centers and general hos- 
pitals, and related facilities, such as laboratories, outpatient departments, 
nurses’ home and training facilities, and central service facilities operated in 
connection with hospitals, but does not include any hospital furnishing 
primarily domiciliary care; 

(b) ‘Diagnostic or treatment center’? means a facility for the diagnosis or 
diagnosis and treatment of ambulatory patients 

(1) which is operated in connection with a hospital, or 

(2) in which patient care is under the professional supervision of 

persons licensed to practice medicine or surgery in the State, or, in the 
case of dental diagnosis or treatment, under the professional supervision 
of persons licensed to practice dentistry in the State. 

(c) ‘‘Nonprofit’? means owned or operated by one or more corporations 
or associations no part of the net earnings of which inures, or may lawfully 
inure, to the benefit of any private shareholder or individual. 
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(d) “Construction”? means construction of new buildings, expansion, 
remodeling, and alteration of existing buildings, and initial equipment of 
any such buildings (including medical transportation facilities), including 
architects and engineering fees, but excluding legal fees, the cost of off-site 
improvements and the cost of the acquisition of land. 

Sec. 7. Except as otherwise specifically provided, nothing in this Act shall be 
construed as conferring on any Federal officer or employee the right to exercise 
any supervision or control over the administration, personnel, maintenance, or 


operation of any hospital, with respect to which any funds have been or may be 
expended under this Act. 





SumMMARY STATEMENT OF ReEviIsIONS oF INDIAN-CommuNItTyY HospitaLt BILL 
H. R. 2021 (Mercatr), H. R. 2380 (ANDERSON), S. 380 (MuRRay) 


In reporting on these bills to the congressional committees to which they were 
referred the DHEW recommended revision in order to make clear that the pro- 
posed program of cooperative construction—for meeting both Indian health and 
adjacent community needs—was intended as ‘“‘an additional means of carrying 
out existing program responsibilities of the Service’ for Indian health. 

There follow below: 

(a) a brief summary of the main features of the revised bill, as recom- 
mended by the DHEW, and 


(b) a list of the principal changes made by the suggested revisions. 


SUMMARY OF REVISED BILL 


1. Authority to assist community hospital projects.—In lieu of direct Federal 
construction to meet hospital facility needs of the Indian health program, the 
Surgeon General would be authorized to assist local community hospital projects 
(public or nonprofit) whenever he determined that, for Indians in a particular 
area to whom the Public Health Service was providing health services, such 
assistance would constitute a more desirable and effective means of obtaining 
the needed hospital facilities than would direct Federal construction. Such 
assistance could be provided only out of funds made available for the construc- 
tion of Indian health facilities for the Indians in that area, and only after prior 
consultation with the Indians concerned. 

2. Amount of assistance.—The amount of assistance so authorized could not 
exceed that portion of the reasonable cost of the construction attributable to 
Indian health needs, as determined by the Surgeon General. In making this 
determination the Surgeon General would be authorized to take into considera- 
tion only those categories of Indians receiving services from the Public Health 
Service, or at its expense, on the date of enactment of the proposed act. 

“Construction costs’’ would include new buildings, expansion, remodeling and 
alteration of existing buildings and initial equipment (including medical trans- 
portation facilities) and architect’s and engineering fees; but would not include 
legal fees, the cost of off-site improvements or the cost of land acquisition. 

3. Conditions of assistance.—Under section 3 of the bill, assistance under the 
act would be conditioned upon— 

(a) Plans and specifications which met prescribed standards for construc- 
tion and equipment; and 

(b) Assurances and agreements which, in the judgment of the Surgeon 
General, were (1) equitable in the light of the assistance provided, (2) neces- 
sary to assure the availability of the assisted facility for the provision of 
hospital and medical services to Indians, and (3) necessary to assure com- 
pliance with State standards of maintenance and operation for hospitals which 
receive Federal aid under title VI of the Public Health Service Act. 

4. Relation to title VI and other Federal aid programs.—Section 5 of the bill 
provides that neither the receiving of assistance under this act nor the giving of any 
assurance required as a condition of such assistance shall affect the eligibility of 
the project for assistance otherwise available under the hospital survey and 
construction program or any other Federal aid program, but that construction 
costs met with funds made available under this act could not be counted as part 
of the cost of construction in which the Federal Government would share under 
any such other program of aid. 

5. Facilities ancluded.—Assistance authorized under this act could be made 
available for general hospitals and for diagnostic or treatment centers and facilities 
related thereto, such as laboratories, outpatient departments, nurses’ homes and 
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training facilities, and central service facilities operated in connection with them. 
Institutions furnishing primarily domiciliary care are excluded. The included 
facilities are defined as in title VI of the Public Health Service Act. . 

6. Guarantee of noninterference.—Section 7 of the bill makes clear that it would 
not authorize Federal supervision or control over the administration, personnel, 
maintenance or operation of any facilities assisted under the act. 


MAJOR CHANGES ACCOMPLISHED BY THE REVISION 


In general.—The major change made by the redrafting of the bill was the con- 
sistent avoidance of the usual grant-in-aid terminology. As originally framed, 
the bill had used the grant-in-aid concept of a general class of eligible sponsors 
who might apply for grants, with a list of factors to be taken into account in 
determining which of their applications (filed in the previous year) should be 
approved for grants under the act. This seemed to imply also the usual grant 
concept of a pool of generally available funds appropriated for the purpose of 
making such grants, whereas the primary purpose of the act appeared to be to 
provide an alternative way in which the Surgeon General might use construction 
funds made available for the meeting of specific construction needs of the Indian 
health program in a given locality. The substitute language of the revised draft 
therefore emphasizes throughout the principle of a specific determination by the 
Surgeon General in each instance that participation in a specific construction 
project to be undertaken in cooperation with the adjacent non-Indian community 
would provide a more desirable and effective means of meeting the requirements 
of the Indian health program in a given locality. 

Specific provisions.—The principal changes in specific provisions are: 

1. The types of facilities included in the program are fewer. The revised 
draft omits public health centers and tuberculosis, mental and chronie disease 
hospitals, but adds to the list of included facilities diagnostic or treatment centers, 
as defined in title VI of the Public Health Service Act. These changes bring the 
facilities which could be aided under the bill into closer parallel with the types of 
facilities provided for Indians by direct Federal construction. 

2. Legal fees have been excluded from consideration in determining costs of 
construction for purposes of the act. The express exclusion of legal fees will 
avoid some of the difficult questions which have arisen in other construction 
programs. 

3. As in the original version of the bill, the funds which would be available 
for use in providing the assistance authorized by the act are those appropriated 
for construction of Indian health facilities but the revised draft makes it clear 
(sec. 1) that assistance provided in any given area can come only from funds 
appropriated for the construction of health facilities for the Indians in that 
area. Thus, there can be no diversion of Indian health appropriations for con- 
struction to areas for which no additional Federal Indian hospital construction 
had been planned or justified in budget requests. 

4. The amount of assistance has been limited to ‘‘that portion of the reasonable 
cost of the construetion project which is attributable to the Indian health needs’’ 
in substitution for the percentage of costs corresponding to the estimated ‘‘per- 
centage of the use of the proposed hospital * * * attributable to Indians,” the 
measure of payment used in the original bill. An additional limitation is that 
the Surgeon General may consider for this purpose only the health needs of those 
categories of Indians who were receiving services at the time of enactment of the 
bill. In general, these changes are intended to make clearer the requirement 
that the use of Indian health funds will be responsibe to the requirements of 
the Indian health program. The additional limitation to categories of Indians 
receiving service at the time of enactment of the bill will preclude expansion 
of the Federal Indian health program through assistance payments for construc- 
tion planned to meet the needs of new Indian groups for which no health services 
are now being provided by the Federal Government, or at its expense. 

5. Under the original bill the total payments—assistance under this program, 
combined with Federal assistance under other programs—could equal 100 percent 
of construction costs. The revised version would exclude from consideration, 
when determining costs of construction for other Federal aid programs, any 
assistance received under this act. Thus, assistance from Indian health construe- 
tion funds could not be used to fulfill the matching requirements for other Federal 
aid programs. 

6. The recapture provisions have been omitted (ef. sec. 7 of the original bill). 
The revised version of the bill contemplates that each of the construction agree- 
ments entered into as a condition of receiving assistance under the act would make 
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appropriate provision for the contingency of default and that the Surgeon General 
would, in the event, take such steps as were available to him in the circumstances, 
mee the-terms of the agreement and the general law. 


. The provisions for the prescribing of regulations within 6 months of enact- 
met have been omitted as unnecessary (ef. sec. 9 of the original bill), as has the 
matter de aling with nondiscrimination in section 10 of the original bill. As the 
revised bill is now framed, these matters are sufficiently covered by the provisions 
regarding the assurances required as a condition of assistance (sec. 3 of revised 
bill) and by the provision that no such assurances shall affect the eligibility of the 
project for participation in other Federal aid programs (sec. 5 of the revised bill). 

Mr. Ruopss. Since we have an executive session at 10:30 this morn- 
ing, we hope to get through with this meeting as promptly as possible. 

i understand that the “gentlemen who are here as witnesses must 
be on their way to New York or elsewhere today, and so we hope to 
give them all the opportunity to testify before leaving. 

First I want to call on our colleague, the Honorable Lee Metcalf, 
of Montana, who has introduced this legislation and is very much 
interested in Indian hospitals. 


STATEMENT OF HON. LEE METCALF, A REPRESENTATIVE IN 
CONGRESS FROM THE STATE OF MONTANA 


Mr. Mertcatr. Mr. Chairman, we are all very grateful to the com- 
mittee for permitting these witnesses to testify this morning, because 
they are en route to “another very important meeting. 

Heretofore, I have made a statement on behalf of the Montana 
delegation; the two Senators, Congressman Anderson and myself, all 
of us have introduced this legislation. So, without taking up any 
more of the committee’s time, I would like to present to the chairman 
of the committee the first witness, Dr. Fred T. Foard, of Raleigh, 
N. C., who is director of the division of epidemiology of the State 
department of health, a member of the Surgeon General’s Advisory 
Committee on Indian Health, and formerly ‘the Medical Director of 
the Public Health Service and Director of the Branch of Health of the 
Bureau of Indian Affairs. 

Dr. Foard was the man who made the principal statement before 
the Interior Committee on the transfer of the Indian Health to the 
Public Health Service, and is the man who at that time probably 
knew more about this Indian Health Service than any man in the 
United States. 

He has been out of active participation in the Indian Health Service 
and down in North Carolina in the last couple of years, but he knows 
the Montana situation about which I testified, and the general 
background of this situation, as well as anybody. 

We are very glad to have his support and have him here to testify. 

Dr. Foard. 

Mr. Ruopes. We are very glad to have you, Dr. Foard, and you 
may proceed. 
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STATEMENT OF DR. FRED T. FOARD, RALEIGH, N. C.; DIRECTOR 
OF THE DIVISION OF EPIDEMIOLOGY, STATE DEPARTMENT OF 


HEALTH, AND MEMBER, SURGEON GENERAL’S ADVISORY COM- 
MITTEE ON INDIAN HEALTH 


Dr. Foarp. Thank you, sir. 

As Mr. Metcalf has said, | have been out of immediate touch with 
the work of the Health Division of the Public Health Service at the 
present time for the past 4 years. I was formerly the Chief of the 
Branch of Health in the Bureau of Indian Affairs up until 4 years ago. 

The statement I wish to make here will be brief, and will refer in a 
general way to the need for the sort of legislation you have before you 
in this bill we are considering. 

I think the situation was such when I was at the Bureau of Indian 
Affairs that there were quite a number of places throughout the 
United States where this sort of legislation, had it existed at that time, 
would have been very practical as well as more economical than the 
necessity for the Public Health Service to build hospitals for Indians 
only in communities where hospitals can serve both the racial groups 
as well as the Indians. 

I would not attempt to say how many places in the United States 
that would apply to, but certainly a considerable number. I do know 
the situation so far as Montana is concerned, particularly the Fort 
Peck Reservation. 

On the Fort Peck Reservation in Montana, which is a large reserva- 
tion in area, the two towns of Wolf Point and Poplar are within the 
reservation itself. In other words, the Indians completely surround 
these two white, prosperous little towns. 

I do not know what the situation is insofar as the hospital facilities 
are concerned for the two small towns, but I do know the Indian 
hospital, the Fort Peck Indian hospital, is one of the obsolete hospitals 
of the United States, and before too long would have to be replaced, 
even though it had to be constructed entirely for Indians alone. 

I think it would be entirely practical in that particular area for a 
jointly constructed hospital, with community facilities, that is, Hill- 
Burton funds; for the State and for the Branch of Health, the Public 
Health Service, to cooperate in the construction of a hospital which 
would serve all groups. 

That is probably the best example of anywhere in the United States 
where such a hospital would serve best. 

In Minnesota, in the White Earth section, on the White Earth 
Reservation, there is another place where such a jointly constructed 
hospital would serve exceptionally well. The White Earth hospital 
is another very obsolete hospital which would have to be replaced 
before very long, even though this legislation should never be passed. 

There is one other place in Minnesota, in the Bemidji area, where a 
well-constructed, well-equipped hospital would serve both groups 
exceptionally well. 

I will not mention other places, but there are, | know, several other 
places, particularly in the Southwest, where this sort of legislation 
would serve well. 

I believe it would be more economical for the Health Division of the 
Public Health Service, to participate in the construction of a few beds 
in these general hospitals than it would—I know it would be more 
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economical than it would be to build, out-and-out, more Indian 
hospitals. 

As to what the costs would be, of course hospital costs have gone up 
considerably. I think it should be a matter for the Surgeon General 
to determine, after looking into the law, as to how many beds are 
needed, and where they should be placed, and whether they should 
be placed at a certain point or not. 

But in general, this legislation can be very effectively used to pro- 
vide hospital facilities for the various groups and communities. 

I think that is about all I would include in my general statement, 
but I do want to say again, I think this legislation is very important 
legislation; and, if passed, the plan could be put into effect more 
economically, provide better services in some instances than can be 
provided because of the isolated situation of these hospitals. But 
they were put into a small town where the local professional people, 
the local doctors, could staff the hospitals without the Public Health 
Service being called upon to recruit medical and nursing personnel to 
put them in isolated places, which is a very difficult thing to do. 

That is about all I have to say, unless you want to ask some ques- 
tion that is not too current in Indian affairs, because I am not too 
well posted on current affairs of the Indian health program at this 
time. 

Mr. Ruopes. Thank you very much, Doctor. 

Are there any questions? 

Mr. Dincetvi. No questions. 

Mr. Hesetton. Doctor, would you state for the record what your 
experience or what the experience has been with reference to these 
hospitals under the existing so-called Hill-Burton Act that we describe 
as the Priest Act? 

Dr. Foarp. When I left the Bureau of Indian Affairs 4 years ago, 
I do not recall that we were using at that time 

Mr. Heseiton. Were not what? 

Dr. Foarp. I do not recall that we were using at that time hospitals 
constructed under the Hill-Burton Act. 

Mr. Hesetton. Why was that? 

Dr. Foarp. It just so happened, I suppose, that at that time no 
hospital had been constructed in the immediate vicinity of Indians. 

Mr. Hesetton. Has there been any application by any proper 
Federal or State or local authorities for the construction of hospitals, 
or of the various facilities, described in the two bills under the term 
“thospitals’’? 

Dr. Foarp. Had there been any application at the time I was at 
the Bureau of Indian Affairs 4 years ago? 

Mr. Hesetron. Yes. 

Dr. Foarp. Not that I know of. 

Mr. Hesetton. Why not? 

Dr. Foarp. As to why the local communities had not requested it, 
I do not know. We had hospitals which the Bureau of Indian Affairs 
were maintaining at the time. In fact, every major reservation had 
one, and while a great many of those needed reconstruction or com- 
plete new construction, it had not been done at that time. 

As to how far the Public Health Service has gone in the last 4 years, 
I do not know. 

Mr. Heseton. I have no doubt about the need for the hospitals 
and various other units. In fact, I have seen some of these deplor- 
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able conditions in connection with our treatment of the Indians on 
reservations and elsewhere. But I am not at all clear as to why sep- 
arate legislation is needed and why advantage has not been taken in 
the past, of the very substantial hospital construction program which 
was initiated by this so-called Hill-Burton Act and which has been in 
progress for so many years. 

I think the record ought to be clear as to the reasons for that, and 
any comments you may wish to make, or Mr. Metcalf or anyone else 
may wish to make, as to why we should have to have special legisla- 
tion rather than working under an existing and proven program, would 
be very helpful. 

Dr. Foarp. Dr. Barr, of Minnesota, can answer that question better 
than I can, so far as his State is concerned. 

As to the place I referred to in Montana, there has been a move- 
ment on in the Fort Peck area for quite a number of years to get Hill- 
Burton funds to construct a hospital which would serve Indians on a 
contract basis, but it has never gone through up to the present time, 
insofar as I know. 

Mr. Hesetron. Where has the delay been? From whom has the 
denial of the application come? Is it here in Washington, or is it 
because they are not pressing the applications locally, or what is the 
situation? 

Dr. Foarp. I am not familiar. 

Mr. Hese.ron. Do you prefer to have somebody else testify on 
that? 

Dr. Foarp. Yes. 

Mr. Heserron. I do not want to press it if somebody else is going 
to testify to it. 

Mr. Mercaur. Mr. Chairman, both Dr. Barr and Dr. Thompson 
are going to testifv directly to that. 

Mr. Hesevron. | will defer it. 

Mr. Mercaur. If Congressman Heselton wants, I will 

Mr. Loser. Why not let it appear in the record now, and let the 
witness state the facts. I think it would be appropriate to have it in 
the record at this point. 

Mr. Mercatr. Do you want Dr. Barr to answer the question at 
this point? 

Mr. Ruopes. If there is no objection, we will call upon Dr. Barr 
to answer the question. 

Mr. Mercatr. May I make a statement about Dr. Barr, Mr. 
Chairman? 

Mr. Ruopes. You may. 

Mr. Mercatr. He is from Minneapolis, Minn., and in my state- 
ment on this bill I outlined that it was originated as a special bill to 
take care of a local situation on the Fort Peck Reservation, and then 
as we went into it further we discovered that the same situation was 
existent in several other areas. 

One of those areas is Minnesota, and Dr. Barr, who is executive 
officer and secretary of the Minnesota State Board of Health, and 
also a member of the Surgeon General’s Advisory Committee on Indian 
Health, and is here representing not only that organization but the 
National Tuberculosis Association and the Association of American 
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Indian Affairs, is going to testify as to the applicability of the bill to 
Minnesota and to that area. 

Mr. Hesetron. Mr. Chairman, perhaps he has a statement to 
make before he wishes to answer any questions. I certainly defer 
to that. 


STATEMENT OF DR. ROBERT N. BARR, MINNEAPOLIS, MINN.; 
EXECUTIVE OFFICER AND SECRETARY, STATE BOARD OF 
HEALTH, AND MEMBER, SURGEON GENERAL’S ADVISORY 
COMMITTEE ON INDIAN HEALTH; ALSO REPRESENTING NA- 
TIONAL TUBERCULOSIS ASSOCIATION AND THE ASSOCIATION 
OF AMERICAN INDIAN AFFAIRS 


Dr. Barr. Mr. Chairman, I would like to state that, as the secretary 
of the State board of health, I am also the responsible person for the 
operation of the Hill-Burton Act in Minnesota, the State board of 
health being the hospital construction authority. And I would just 
as soon answer your question right now, sir, if you would like. 

Mr. Hesetton. All right. 

Dr. Barr. As you know, the Hill-Burton Act provides for a system, 
for first a plan in a State for a Hill-Burton hospital in the State, nade 
in cooperation with an advisory board or committee selected in the 
State, representative of all the people. 

It also requires that when such a plan is developed, it be made public 
and hearings be held on it, that everybody knows about it; that it 
gives also for general hospitals, which is the kind we are talking about 
now, special preference; that the more rural the place is, the higher 
its priority; the lower the per capita purchasing power, the higher the 
priority; and the number of beds in the area, in other words, if there 
are no beds, it has a very high priority, and if there are half the beds 
needed, it has a lesser priority. 

So that these areas where Indians are living in Minnesota, by and 
large, fall into the areas that have relatively high priorities, and most 
of them, I might say, today are coming up for consideration right now. 

It also provides that the local community must provide matching 
funds, and this is one of the problems in connection with this. Where 
Indians reside and live, where they are not in closed reservations, a 
good share of that land is still tax-exempt, either because it is a part 
of an original allotment to the Indian himself or because it is, as in 
Minnesota, forest reserves which are owned by either the State or the 
Federal Government, neither of which provide taxes. 

Also, we have to remember that the non-Indians living there also 
are not on the best land in those areas, so the economics are low, and 
the bill requires local sponsoring appropriations of moneys in order to 
put Hill-Burton into it, and assurance that this hospital will operate 
for a period of years on a nonprofit basis. 

So our real problem in some of the areas in Minnesota is the problem 
of raising enough local money, in the case of the State of Minnesota 
55 percent, to pay for 55 percent of the costs of the construction of a 
hospital, the other 45 percent coming from Hill-Burton funds. 

I might add, in answer to your question, that immediately, right 
now, we are in the process of developing hospitals in several places in 
the State where Indians and non-Indians will be taken care of alike, 
where the community is building a hospital for everybody. 
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[ think our best example is Cloquet, which is about 25 miles out of 
Duluth, where there is what used to be a reservation, still an Indian 
area, with some 700 or 800 Indians living in that area now right 
next to the community of Cloquet. There is the hospital described 
by Dr. Foard, an old ‘frame building, built, I am afraid to say how 
long ago, built over 50 years ago, and certainly if it was a community 
hospital we would not license it in the State of Minnesota. 

It is operated now by the Public Health Service, previously by the 
Bureau of Indian Affairs. 

We have 3 other hospitals, we have 2 other hospitals just exactly 
like that'in Minnesota, of the same quality. 

There were also three doctor-owned small hospitals, none of very 
good quality, in this community. So far as the past 5 years, we have 
been working to develop 1 good hospital of 67 beds to take care of 
everybody in this whole area. 

This town of Cloquet and the voluntary groups have raised most 
of this money. They have taken their contracts. This hospital, I 
believe, will be under construction sometime this summer. 

Here is 1 hospital replacing essentially 4, none of which are of very 
high quality. 

This same thing is true in Grand Marais, which is a small place, 
and there need to be 10 or 12 or 15 or 16 beds, and I think they are 
going to be starting one here. That is an unusually small hospital. 

If you could look at the map of Minnesota, you will find that Grand 
Marais is here at the northeastern tip, over 150 miles from Duluth, 
and the nearest hospital to them is one at Two Harbors, which is just 
in the process of being constructed, only 21 miles above Duluth. 

So you see this is one hundred and thirty-some miles from a hospital, 
and there is real justification there for building a small 15- or 16-bed 
hospital in that kind of place. 

I do not think I need to tell you that small hospitals like that are 
not as efficient as large ones, and cannot do all the things, but they 
are certainly a great deal better than nothing. 

Mr. Ruopes. ! believe that answers the question raised by Mr. 
He selton. 

The executive committee meeting is about to start. Those who 
desire may file their statements with the committee and it will be 
made a part of the record. Then you can make whatever comments 
vou desire. 

Dr. Barr. In connection with that answer, Mr. Chairman, | would 
be very glad to file a letter which I sent to each of the Congressmen 
in the State of Minnesota, indicating where this particular legislation 
would have an impact or might be considered in the 6 areas similar to 
the 2 I have just deseribed to you. 

Mr. Mercatr. Mr. Chairman, if you will pardon me, I ineor- 
porated that letter in my statement before the committee the other 
day. 

Mr. Ruoprs. That will be made a part of the record. 

Mr. Mercaur. His letter to Congressman Blatnik was the one. 

Mr. Heserron. Mr. Chairman, | realize we have to leave; I do 
not know whether these witnesses will Ma back. I know Mr. Metcalf 
will be available. 

Frankly, the question is not answered in my mind. As I under- 
stood the doctor, he described two locations where applications have 
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been made under the Hill-Burton Act, one apparently about to be 
realized, another one where the applicants are fairly confident they 
will be able to go ahead. 

That leaves in my mind, at any rate, the question of why you 
need this specific legislation? I realize that you may have the 
answer. I realize, too, we have to go to another meeting. Maybe 
you would like to submit a supplementary statement, or Mr. Metcalf 
may be able to spell that out. 

Secondly, I am interested not only from the point of view of 
Minnesota, which I certainly understand has a situation confront- 
ing them. I think the whole situation confronting all the Indians 
in the United States would have to be considered by this committee 
in terms of the existing legislation which has worked out quite satis- 
factorily. 

Mr. Mercatr. May I make a brief statement to Congressman 
Heselton, that the situation is that the Public Health Service has the 
responsibility under statute, and sometimes under treaty, to give all 
Indian health services and build Indian hospitals and take care of these 
Indians on the reservations. 

The Hill-Burton hospitals do not have the responsibility to take 
care of them, so we have a situation where you have this little town 
entirely within the Indian reservation, it has a top rating for Hill- 
Burton hospital grants in the State of Montana. 

If the Indian Health Service under the Public Health Service can 
cooperate with the Hill-Burton in the local community and build a 
community hospital under the terms of this legislation, you would get 
a better hospital, you get better hospitalization for the community 
under the Hill-Burton Act, and the Indians get better service under 
their statutory act than they do if you build two little, separate 
hospitals. 

And so, that is what we want to do by this legislation, to give the 
authority to the Indian Health people to cooperate with the Hill- 
Burton program in constructing community hospitals, to serve Indians 
and non-Indians alike. 

Mr. Heserton. Mr. Metcalf, I still have a question as to why we 
should not amend the existing law rather than setting up separate 
legislation? 

Mr. Mercatr. I will say this: we presented the problem to the 
Solicitor of the Department and to the Public Health Service. Then 
the Montana Congressional delegation went to the Legislative 
Counsel, and asked him to draft for us some legislation whic h would 
take care of this situation. This is the legislation with which he 
came up. 

I told the committee the other day, I am not wedded to any type 
of legislation. All we want is authority to take care of this general 
situation to permit the Surgeon General to go in and use these funds 
when he finds it more economical and when he finds he can give better 
service, both to the Indians and to the non-Indian population. 

Mr. Busu. What is the Indian population? 

Mr. Mercaur. The Indian population in the State of Montana? 

Mr. Busu. No, I mean in this particular area where you want to 
build this hospital. 

Mr. Mercautr. What is the Indian population of Fort Peck Reser- 
vation? Twenty-five hundred Indians. 
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Mr. Busn. What is the white population? 

Mr. Mercaur. About three times as many, in that same area, I am 
told. That is Dr. G. D. Carlyle Thompson who gave me the 
information. 

Mr. Busu. Mr. Chairman, is not the major difficulty the lack of 
matching funds under the Hill-Burton Act? 

Mr. Metcatr. Yes, sir; as he was pointing out, there is a roll of 
very low taxpayers on these Indian reservations. Some of these 
towns are completely surrounded by tax-free trust land, so that it is 
very difficult for a community to find the economic tax base to support 
a Hill-Burton grant, to support their share of the grant. 

If the Indian Servic e, instead of building a separate hospital, will 
come in and build a community hospital, then the community can 
contract for Indian Health Service, and I think that we have worked 
out a system up there in that Wolf Point-Poplar area where the local 
people can raise the necessary money for their share of Hill-Burton 
money. 

Mr. Dineeti. Mr. Chairman, may I ask one question at this point, 
please? 

Mr. Merca.r. Yes. 

Mr. DinacE .t. I notice on page 4 of the bill, there is some language 
here which I think may help clarify the situation. I believe my col- 
league from Montana has told us that the idea of this is to permit 
the existing program for construction of Indian hospitals to be amal- 
gamated with Hill-Burton, and I believe the language on page 4 sets 
that out more clearly than I could. The idea then would be to permit 
local participation, Hill-Burton, and to in effect permit the use of 
funds which are already authorized for construction of Indian hos- 
pitals to be used for the construction of community hospitals, which 
cannot be done under present law; am I correct in my understanding? 

Mr. Mercaur. Yes, that is correct. 

Mr. Dincexi. Tell me this: Will this, then, require substantial 
additional expenditures or substantial additional authorizations of 
money? 

Mr. Mercatr. Dr. Barr? 

Dr. Barr. I think I can answer that. It will require an authoriza- 
tion of money, because this is—as you expend money for construction 
through congressional action, it is spent for specific purposes. 

On the other hand, would it not be better for the Division of Indian 
Health to spend money to add 6 or 8 beds to a Hill-Burton hospital 
rather than to have to build, let’s say, 25 beds in the same area for a 
single Indian hospital? 

Now, I can explain that. 

Mr. Murcaur. May I go into that a little more? 

The other day on the floor, we passed an appropriation bill which 
had money in it for construction of Indian hospitals, and an appro- 
priation for Hill-Burton hospitals. 

Now if, without any additional appropriation or any additional 
authorizations, we can combine the allocation to Wolf Point and 
Poplar for the Hill-Burton hospital they are entitled to as the first 
priority in the State of Montana, and the construction money which 
is going to have to be used to replace this disgraceful Indian hospital 
there in that area, the money we have already appropriated, we can 
get greater economy and greater value for the Federal Government. 
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Mr. Ruopes. If I may at this time. Mr. Dingell, I would like to 
introduce the chairman of the subcommittee, the Honorable John 
Williams, who was necessarily out of town until this morning, and 
arrived late. I am going to ask him to take over at this point. 

Mr. WILLIAMS (presiding). I regret very much I could not be here 
on time today. I went with the chairman and several other members 
of our committee up to Connecticut, and we would have made it ex- 
cept for the fact it was snowing when we left up there, and we were 
delayed about 30 minutes getting away. 

Mr. Dincetu. Mr. Chairman, may I please cover this one point, 
with the permission of the chair? 

Mr. Wiutiams. Yes. 

Mr. Drincetu. I believe what my colleague told me was actually 
this: There would be no actual expenditure of money required over and 
above what has already been appropriated in the Health, Education, 
and Welfare bill, with the very excellent amendment he offered to the 
bill. 

Mr. Mercatr. The amendment I offered was to expedite the pro- 
cessing of plans in the Public Health Service for the building of 
hospitals. But during the debate on the construction part of that 
appropriation bill, I suggested that this very piece of legislation 
would also result in better use and more economical use of the very 
money that we were then appropriating. 

Mr. DinGe tn. So we are in effect only using existing appropriations, 
and for that I refer specifically to the language at page 2 of the bill. 

Mr. Mercatr. Only existing authorizations and existing appropria- 
tions can be used under this bill. This simply gives the Surgeon 
General another alternative way to use that money. 

Mr. Dincett. But more economically, because he can participate in 
construction of single large facilities in place of a number of small 
facilities to serve one area. 

Mr. Mercatr. Exactly. 

Mr. Dineewt. Thank you, Mr. Chairman, very much. 

Mr. Ruopes. Dr. Barr, do you have any idea as to how much new 
appropriations would be needed for this program? 

Dr. Barr. I would have an idea, Mr. Chairman, how much would 
be needed for Minnesota, but not for the rest of the country. I could 
state this: We have 4 Indian hospitals today in Minnesota, and 3 
of them are going to have to be replaced or we are going to have to 
use community hospitals in replacement of them. 

The replacement of them would require the building of 75 beds, or 
25 in each of these places. The use of community hospitals would 
require, either on the part of the community or on the part of this 
kind of a combination, the development of something like 35 to 40 
beds in the various community areas for the Indians and the non- 
Indians to be taken care of alike; that is, over and above what we 
now have. 

I can give you one, I think, very concrete illustration, talked 
about by Dr. Foard, relative to how these funds would fit into that 
reservation. 

Mr. Ruopes. In the light of the present economy trend, would the 
enactment of this bill be considered an economy measure? 

Dr. Barr. I would think it would, sir. Because (1) it reduces the 
number of beds needed for this particular area; (2) it assures the 
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medical and hospital service in the community, which assures, | 
would say, in most instances a higher quality of services, because we 
have to staff these Indian hospitals if we build them; and (3) it cer- 
tainly pulls the Indian in as part of the community, ‘and eventu: ally 
we are going to find that this has just become a hospital and a medical 
program for this area, not with any specific limitation upon the 
Indians. 

Mr. Busun. Forgetting the Indians in this locality, would the white 
people have to have a hospital there anyway? 

Dr. Barr. Yes. 

Mr. Busu. They would have to have it? 

Dr. Barr. I would say we would never do this unless we should 
do it for all. 

Mr. Bus. The reason I ask is there is a community in my own 
district where there are small hospitals located and they are having 
difficulty in raising the required funds to enable them to comply with 
the Hill-Burton Act, and that is the reason and purpose for asking 
that question. 

Mr. Ruoprs. Would the same professional staff serve the Indians 
and the whites in the same hospital? 

Dr. Barr. Yes. We would say that, eventually, the private, 
practicing physician in the area who uses this community hospital is 
going to ‘take care of both Indians and non-Indians. There will be 
places where a field physician or field physicians are necessary, diag- 
nostic and treatment centers, so to speak, in the center of the reserva- 
tion or some such thing, to see to it that the outpatient service is 
cared for and the Indians get to the hospital. But that man could 
also be on the staff of this community hospital. 

Mr. Ruopes. Would this program assure a bed to all Indians in 
need of the service? 

Dr. Barr. It certainly would in Minnesota, sir. 

Mr. Busna. You think that a 25-bed hospital would take care of the 
situation in Minnesota? 

Dr. Barr. No. I am using the 1 example of 3 different places 
where we now have around a 25-bed hospital, and, if this was replaced 
for Indians alone, it would ao to be built there. If we use the 
adjacent communities next to it, we would have to build fewer Indian 
beds in this community hospital, because they are larger hospitals. 

Mr. Ruoprs. Would this be a radical change from the prese nt 
Public Health Service arrangements for Indian health facilities? 

Dr. Barr. I think not. This is a thing that has been discussed by 
State health officers along with the staff of the Public Health Service, 
and they feel that this will make their problem a little easier. It will 
also, as we mentioned the economies in it, make it possible for the 
State to get in this picture and help them handle the problem of the 
care of this group, and provide facilities for them. 

Mr. Ruopes. One other question I would like to ask, Doctor: 
Does the discontinuance of the doctor-draft law have any significance 
in this proposal? 

Dr. Barr. It does in this respect: Men under the doctor-draft law 
have been able to serve out their 2 years by being given a Reserve 
commission in the Public Health Service, and so, for the last several 
years, the Public Health Service, to my know ledge, has been able to 
secure a number of younger men just out of medical school, who have 
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been placed in these hospitals that they are having to operate, and 
therefore made it possible to staff them. 

And I can say from experience that, since the Public Health Serv- 
ice has taken over the hospitals, we have had a real improvement, 
both in numbers and quality of services in the hospitals which have 
been operated for specifically Indians, first, over what they used to be 
when they were operated by the Bureau of Indian Affairs. 

Many places where we had 1 doctor, we now have 3. Now, this is 
not surplus. We need three. There are 3,000 or more Indians there, 
and the ratio of doctors in Minnesota is 1 per 700 people. So, even 
with 3, we have a ratio of 1 per 1,000. 

Mr. Ruoprs. Thank you, Doctor. 

Mr. Wituiams. Doctor, I have one question. I am sorry I did not 
get to hear the previous testimony, and, if this question has already 
een covered, there is no point in going over it again, because I can 
go back to the record for the answer. But is it intended that these 
hospitals shall serve the Indians who do not live on the reservation, 
as well as those who do live on the reservation? 

Dr. Barr. Yes. 

Mr. Wituiams. Under your present program, does the Public 
Health Service provide hospital service for Indians who do not live 
on the reservation? 

Dr. Barr. In Minnesota, they do, sir. We have only one reserva- 
tion which is closed; the rest of them have been, the allotments have 
been, turned back to the Indian, and they are pretty well broken up. 

Mr. WiiuiAMs. Then, as I understand it, this would not change 
the present policy in any respect with regard to the treatment of 
Indians living off or on the reservation, except with regard to the 
participation in the hospital-construction program under the Hill- 
Burton Act? 

Dr. Barr. In the State of Minnesota, that is true, sir, and I believe 
true every other place. 

Mr. Witurams. Any further questions? 

Dr. Barr. I still would like to give one example, which I think 
would clear up a lot of your thinking, on the reservation. 

Mr. Wiuuiams. Go ahead. 

Dr. Barr. We have there a frame hospital, as described, at White 
Earth. We have roughly about 25 beds in this frame hospital. It is 
about ready to fall down. We have this reservation bordering or 
encompassing 1 town and bordered by 3 others. They are Mahnomen, 
Detroit Lakes, Bagley, and Park Rapids. The Indians in the corner 
of the reservation are closer to each of those hospitals. 

We are saying if you could build 6 or 8 Indian beds into a Hill- 
Burton hospital in Mahnomen, which is the one place which does 
not have a good hospital, and 1 or 2 in Detroit Lakes, which is the 
southwest corner of that, we could take care of the entire population 
without building any additional hospital on the reservation right in 
the middle of the reservation itself, and do so because these hospitals 
will be as close or closer to the Indians than they are at the present 
White Earth hospital. 

We say that on this basis, three of these hospitals are now being 
helped or have been helped with Hill-Burton funds. The third one, 
Mahnomen, is one of these smaller areas which needs 24 beds, about 
6 to 8 of which should be for Indians; and this is one of the poor areas, 
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and the reason Mahnomen hasn’t built a hospital as yet is because 
of the economic problems you mentioned in raising money, its match- 
ing amounts. 

I think it is going to do it, but it is going to be awfully skimpy. 

But if the Publie Health Service, through the Indian funds, could 
assist with six beds, that would be one-fourth of the cost, and the 
other three-fourths could be built with local money, matched with 
Hill-Burton money, we could get a fine hospital, and we could provide 
better services than thev are now able to provide i in what they have, 
because we would be using Mahnomen in this corner, Detroit Lakes 
in this corner of the area, Baglev in the northeast corner, and Park 
Ranids in the southeast corner, for 3,000 Indians 

Mr. Busn. Your answer clears up what was in my mind, the 
Federal Government takes care of six beds for the Indians, which is 
their responsibility; then local interests can raise the rest of the 
money to mateh the Hill-Burton funds. It seems to me this would 
be a very happy solution to the problem. 

Mr. Loser. I believe, Mr. Chairman, that the record ought to 
show, however, that this act is not limited to State or governmental 
agencies. It is likewise applicable to public welfare corporations or 
nonprofit agencies. 

In other words, a group of physicians, if they see fit to construct a 
hospital in any community, can apply under the terms and provisions 
of this act, and Hill-Burton, and construct themselves a hospital. 

Dr. Barr. Providing they are nonprofit and do not discriminate 
against any individuals. 

Mr. Loser. That is what I say. 

Mr. Dinaeti. May I also ask this one question. But, Doctor, 
with due 1 respect to vou, [ am going to ask my colleegue from Mon- 
tana—I hope you take no offense—would this bill also provide for 
construction of a wing to existing facilities where it would be necessary, 
let us say, to add a wing to a hospital in one of these areas to handle 

proper ~ acd of Indi ian patients? 

Mr. Mercatr. Yes; that could be done, and someone asked about 
preced ane There are two precedents that you have brought up. 
We passed a special act to add a wing to the Montana Tuberculosis 
Sanitarium, an Indian wing, which was paid for by the Federal Go 
ernment; and [| believe the same thing was done in Minnesota by a 
special act. 

But there is no general legislation which would permit the Surgeon 
General to do that, either add a wing or pay for the Indian part of a 
general hospital. 

Mr. Dincett. But you would sav such an interpretation would be 
possible on this bill? 

Mr. Saas LF. Yes; | would. 

Mr. Dineen. Thank vou very much, Mr. Chairman. 

Mr. Wiiutams. Are there any further questions? 

Mr. Mereaur. Mr. Chairman, Dr. Barr has a statement on behalf 
of the National Tuberculosis Association which he would like to file 
and have incorporated in the record. 

Mr. Ruopes. Without objection, it may be included in the record. 

(The statement referred to follows:) 
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STATEMENT OF THE NATIONAL TUBERCULOSIS ASSOCIATION 


On February 16, 1957, the board of directors of the National Tuberculosis 
Association, representing nearly 3,000 State and local tuberculosis associations, 
voted unanimously to support passage of H. R. 2021. The purpose to which this 
bill is directed is, in the opinion of these leaders in the fight against tuberculosis, 
one meriting the approval of the Congress. 

The National Tuberculosis Association supported the transfer of the health 
program for Indians from the Bureau of Indian Affairs to the Public Health 
Service. It was obvious from the deplorable health status of these Americans 
that an inferior health program had been provided through the Department of 
the Interior, and because of our conviction that the Public Health Service, the 
leading health organization of our Nation, could improve health services, the 
National Tuberculosis Association vigorously supported this transfer. 

The interest of this association has remained steadfast with this program. It 
may be stated that the last frontier in this Nation’s fight against tuberculosis is 
the tuberculosis problem among the Indians and Eskimos. Mortality and 
morbidity rates for tuberculosis among these people are inordinately high and 
demand commensurate action. The following few statistics will serve to point 
up this problem. 


Tuberculosis case rates per 100,000 population, 1954 
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Tuberculosis mortality rates per 100,000 population, 1953 
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The recent congressionally ordered survey of Indian health states that tuberculo- 
sis is of the greatest significance among Indians. The Division of Indian Health 
has in less than 2 years made significant and important inroads into this problem. 
For the first time in history, all Indians who need and will accept hospitalization 
for tuberculosis can be hospitalized. Improved treatment procedures made 
available through medical advancements are reducing the high toll formerly 
exacted. The National Tuberculosis Association believes further improvements 
are essential in tuberculosis case finding through increased diagnostic facilities 
and increased outpatient-treatment facilities for followup care and home treat- 
ment. 

The National Tuberculosis Association’s support of the purpose of H. R. 2021 
is validated on several points. First of all, this provision would enable the Public 
Health Service to more completely fulfill its obligation to provide adequate medical 
sare for Indians because it would be possible to expand the medical facilities 
available to Indians considerably beyond those now in existence. A considerable 
number of Indians are widely separately geographically from Public Health 
Service facilities and are faced with crowded community facilities or communities 
which discriminate against caring for Indians. By extending the authority of the 
Surgeon General to permit him to work jointly with the State or community in the 
construction of needed medical facilities, the legal obligation of the Federal 
Government could be met more adequately. 

A secondary contributory factor to the high prevalence of tuberculosis among 
Indians is the substandard health status of these people. This debility makes the 
American Indian a prime victim to the onslaught of tuberculosis. Appreciable 
gains against this specific disease can be accomplished by elevating the general 
health status of Indians. It is the belief of the National Tuberculosis Association 
that passage of this bill, with the consequent extension of authority to the Public 
Health Service, and thereafter provision of a greater number of facilities, will do 
much to accomplish this end. 

This bill, by providing an increased number of medical facilities, would also 
make possible increased opportunity to search for tuberculosis among those not 
suspected of having the disease, just as is now done in the non-Indian population 
through hospital and clinic case-finding programs. It would also bring closer to 
many of these people more adecuate services to provide followun treatment or 
home treatment with chenotheraupeutic agents so successful in the tuberculosis 
control armament. 

A further consideration supporting the need for this legislation is the fact that 
funds now being spent to construct separate facilities for Indians and non-Indians 
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could be spent more economically in the construction of one faeility which would 
provide a greater degree of service to the Indian and non-Indian alike. This 
would result in a reduction of many problem areas such as staffing, overhead, 
maintenance, to name a few. Our organization is of the firm belief that this type 
of construction would bring about bettered service from the funds expended. 

A final, but most significant, factor is the contribution this step would make in 
helping the Indian to become part of his community. The very nature of the 
program is such that the Publie Health Service, the Indian, and the community 
are brought together, first in the planning for the facility, and then in the execu- 
tion of health services to the Indian and non-Indian in their community. This 
appears to the National Tuberculosis Association a procedure preferable to that 
of perpetuating duplicate facilities, a method which is expensive, even wasteful, 
both in-construction and maintenance and in personnel, where there is already a 
shortage. As stated above, the National Tuberculosis Association believes the 
interests of providing improved care for Indians would be well served by the 
passage of H. R. 2021 and respectfully requests this action of the Congress. 

Mr. Ruopes. Thank you, Dr. Barr. 

I would now like to call upon our colleague to introduce the third 
witness. 

Mr. Mercautr. The third witness is Dr. G. D. Carlyle Thompson, 
and he is a constituent of mine from the western district of Montana, 
Helena. Dr. Thompson is executive officer and secretary of the 
Montana State Board of Health, and he is appearing here as chair- 
man of the Indian health committee of the Association of State and 
Territorial Health Officers and speaking in behalf of that association. 

Mr. Ruopes. We are glad to have you, Dr. Thompson. Do you 
have a statement you wish to file, Doctor? 





STATEMENT OF DR. G. D. CARLYLE THOMPSON, HELENA, MONT.; 
EXECUTIVE OFFICER AND SECRETARY, MONTANA STATE 
BOARD OF HEALTH, AND CHAIRMAN, INDIAN HEALTH COM- 
MITTEE OF THE ASSOCIATION OF STATE AND TERRITORIAL 

HEALTH OFFICERS 





Dr. THompson. I don’t have one prepared, but I would like to 
make a short statement, Mr. Chairman. 

I appreciate this opportunity to come here on behalf of the health 
officers as a whole and also on behalf of my own responsibility in 
Montana. I have to confess I could hardly sit on my hands there 
at some of the questions until I had an opportunity to talk about them. 

This matter has been discussed by the special committee of the 
State Health Officers Association and the Territorial Officers, too, for 
some time, and we have adopted a resolution last November which 
has been introduced in the record by Mr. Metealf in connection with 
this matter, and I might read that just for our orientation. 

This is a resolution of the whole association based on a recommenda- 
tion of its committee on Indian affairs relating to aid for Indian 
hospital construction: 

That the Public Health Service obtain necessary legislation which would permit 
them to cooperate with communities in the construction of hospitals which will 
jointly serve the Indians and non-Indians in such communities, utilizing Public 
Health Service funds to the extent of the Indian proportionate share of the 
construction costs of such a project, provided that the appropriate agreements 
exist safeguarding the inclusion of Indians for hospital care under a contractual 
arrangement between the community hospital and the Public Health Service. 





| 
1 
| 24 CONSTRUCTION OF INDIAN HOSPITALS 


: That is the end of the resolution. 

I think that some of the questions are partly answered by the 
resolution, because we struggled with these same questions in our 
committee discussions. 

This matter started, I would say, with the Fort Peck Reservation 
| problem in Poplar and Wolf Point, and I brought it as a problem to 
the committee and desired committee action. 

In talking with the health officers of other States, and there are 
10 on this committee, all in States with reservations, and about 10 
other health officers who are not on the committee but are in States 
with Indians were consulted, we found that this problem was not 
| just in one State but there were examples in many of the States, 
| and thus this general action of the total group. 

I think my particular interest in this came from my role as the 
responsible agent in Montana for the hospital construction program, 
the Hill-Burton program. And while Fort Peck and Poplar and Wolf 
Point have been mentioned several times, I would like to bring out 
| several prac tical points about it which started the whole thing. 

Roosevelt County is practically all Fort Peck Reservation. As a 
matter of fact, the reservation extends beyond the county line. There 
are a number of incorporated towns and cities on the reservation, and 
in the same town are Indians and non-Indians on the same street, 
next to each other, and one goes to the reservation hospital and one 
goes to the community hospital, and none of the hospitals are any good. 

In fact, we had to deny a license to even the community hospital; 
and if we had had an opportunity, we would have denied it to the 
Indian hospital A tp more quickly than we denied it to the com- 
munity hospital, because it was so poor. 

The difficulty is that the population is small, and it is broken up in 
these several communities. Poplar is 20 miles from Wolf Point. 
Poplar is a small place of a few, I cannot recall the population, but less 
than a few thousand, and there are 3 hospitals there, 2 community 
hospitals run by community interests, 1 by the city and 1 by a private, 
nonprofit group, and the Indian hospital, all within a stone’s throw, 
all small, all 10 beds orless. And obviously they cannot be economical 
and survive, or even be nonprofit. 

The Wolf Point hospital was a little larger. It is 20 miles away, 
and it was a little better. 

We tried to sell the communities on going together, and we also 
tried to sell the Indian tribal council on going together; and we did, 
the tribal council endorsed this joining w ith the communities in 
building a community hospital, providing, of course, they could get 
some funds to build it, but they weren’t so concerned about whether 
the community could build it. 

sut the community cannot build it, because the Indian population 
is the major factor in the population, and the non-Indians cannot 
absorb the costs of building the hospital. 

They said they would build it if they could get the money for the 
Indian portion. The Public Health Service says, “We can’t do that. 
We will be glad to contract with you, however, for service on a re- 
imbursable cost basis if you build the hospital and you will eventually 
pay for it.” 

The community says, “We haven’t that much money to start. So 
can’t we find a way to have the Public Health Service put in the 
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money into the community hospital that they would when they 
replac e the Indian hospital there in Poplar?” 

To make 2 points, and then I would like to stop, because the time 
is getting short: We couldn’t even carry out a reasonable program 
on “the general hospital basis, on this basis, and build more than one 
hospital between Wolf Point, Poplar, and the Indian area. 

Incidentally, the Indian people live all around Wolf Point and all 
around Poplar, and there is quite a division among Indians as to where 
their hospital ought to be, but historically it ought to be at Poplar. 
But historically half the people live around Wolf Point, so you can 
get quite a division among the Indians as to where this hospital ought 
to be, also. 

We felt on the basis of good economy, there should be only one 
hospital for the whole community, and the Hill-Burton plan called for 
that for a long time. That made, of course, one-half the county 
unpopular, but it would have required building two small hospitals to 
satisfy all these factions. 

The medical facilities amendment to the Hill-Burton Act was the 
answer, because it provided for the addition of nursing beds in the 
community where they were needed. So now the communities of 
Poplar and Wolf Point have a joint committee and have agreed to 
not build only a general hospital, but to build in the same building, 
beds for nursing bed care. 

The costs of these are somewhat different, the standards are some- 
what different. So they were able to build now two hospitals in a 
combination general hospital-nursing home facility, 1 in Wolf Point, 

in Poplar, and incorporate Indians in both of them, if we can obtain 
the funds which will be the Indian portion of the local side. 

The people are prepared to raise their share, but they are not pre- 
pared to raise the share to put on the additional beds we require for 
the Indians. 

To get back to the economy, and this is the last point, when you 
build, as we had there, 4 hospitals, we have 4 operating rooms, 4 
delivery units, you need 4 X-ray units, you need 4 laboratory setups. 
If you can put them in one, you only have to do it once. 

Well now, we have it reduced to 2, and 1 is proposed to be approxi- 
mately 40 beds, and 1 approximately 60 beds, of which some of the 
beds will be in the general hospital category under Hill-Burton, and 
some under the nursing bed category under Hill-Burton. The 
Indian money would come in, in our thinking, into the general hos- 
pital category, but it ey be under one roof. 

There would be only 1 operating room, 1 delivery room, 1 X-ray 
department, and 1 Sere in Wolf Point, and 1 in Poplar; but if 
we do not do this, gentlemen, there will be an Indian hospital built at 
Poplar, not far from the community hospital at Poplar, which will 
have to reduce it practically in 2. 

In other words, instead of the 40 beds, it will reduce 1 to 20 and the 
other to 20. It probably will reduce Poplar to perhaps even 10. It 
will require more analysis on the exact spread of this population. 

We have not gone into this detail because we don’t know if it is 
practical yet, but that is the general picture, and that is economy. 

From the standpoint of the Federal Government, it will cost them 
a substantial amount to build a 20-bed Indian hospital there, with all 
these facilities, with an outpatient wing. That same amount of money 
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certainly would buy the same facility in combination, and in my mind 
less money, because the basic structure is being shared. 

I would not want to say that it is actually going to result in less 
dollars, but it should. It should result in less dollars on both sides. 
Since we do not have figures, I really could not present the actual 
saving, but it should, in principle, it certainly should not cost any 
more, if we would have a combination. 

In terms of commissioned officers and physicians, if this is done 
under contract with the local practicing physicians and you build this 
kind of a facility, it will be maintained and you are apt to attract 
physicians to practice there on a private basis who can also serve under 
contract with the Public Health Service for the care of the Indians, 
such as is being done in the Flathead Reservation right now, where 
the Indians have a choice of physicians in the towns surrounding the 
Flathead area. They also have a choice of hospitals there. 

This would give them the same opportunity in the Fort Peck area, 
and any other area where this type of situation existed and could be 
resolved in this manner. 

We have no applications from Wolf Point or Poplar, because they 
have not yet raised the money, but they are working on it and they 
will file, and they have intended to file. Their intention is to do so. 
But we do have an application from a hospital at Polson which serves 
the Flathead Reservation. It has been raising its money for some 
time, and it has been unsuccessful in raising the full amount. It is 
replacing an old hospital at Polson which serves the Indians in the 
Flathead Reservation under contract. 

I haven’t figured it out because I don’t know just how far they have 
fallen short, but just in round numbers, I think if they were to discard 
from their plans the beds they were going to use for Indians, they 
probably would come up now and be ahead, but the y are still struggling 
at Polson to build the beds and raise the money to serve the Indians 
in that hospital. 

But they have not been successful. They cannot raise the money 
20 years ahead on this particular deal. This is all it amounts to: the 
Federal Government doing it and guaranteeing self-service under the 
contract at a proper reimbursement rate—I would say it would have 
to be figured at less than half the capital outlay, and the Government 
should be ahead in the long run. 

We have another hospital in the Flathead area, the St. Ignatius, 
an old building which should be replaced. It has not filed an appli- 
cation, but they are considering it. Their problem is financial. 
Until recently, they held the whole Indian contract, and the Indians 
had no choice of hospitals. 

Now they are sharing in this Indian hospital problem, and they 
would have to rebuild, but they wouldn’t have to rebuild as large as 
they are, because they have a 45-bed structure which is not suitable, 
and they would only have to build about a 20-bed structure. 

We have correspondence from a number of health officers, 1 can- 
not say how many, but a great many health officers in States where 
this problem exists, and where they think this bill would be a way 
to resolve their problem in their States. 

I won’t go into it, but there are a number of Western States which 
have indicated this bill would be useful in solving similar situations. 

Mr. Ruopes. Thank you, Dr. Thompson. 

Are there any questions? 
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Mr. WituiAMs. Dr. Thompson, I would like to ask one question. 

On page 3, subsection (b), the first paragraph, it states: 

To be eligible for grants under this Act, the applicant must be a State or political 
subdivision thereof or a public or other sete agency. 

The term “other nonprofit agency,” of course, encompasses quite 
a broad field. Is it contemplated that there will be any occasion 
wherein there will be participation by, for instance, a religious group, 
religious denomination, in connection with one of these hospitals? 

Dr. Tuompson. In fact, the last two | mentioned, at Polson and at 
Flathead, are both hospitals run by religious orders, both different 
orders, however; and one order had had the initiative to go ahead and 
attempt to raise the money, and the other one hasn’t yet felt they are 
ready for it. 

In the Poplar-Wolf Point area, it will be a hospital association, a 
nonprofit, board of trustees, and so on, incorporated there. It would 
not be religious, so far as | know. 

Mr. Wixiurams. Do you know of any precedent for participation 
in a similar case such as this? 

Dr. THompson. Under Hill-Burton? 

Mr. WiuuiaMs. For instance, if it were a Baptist hospital or a 
Catholic hospital or some other religious order. 

Dr. THompson. Under Hill-Burton, we now have many sponsors 
who are religious orders of different types. 

Mr. WixuraMs. I realize that. But I mean in connection with 
Indian health. 

Dr. THompson. Indians, I do not know of any precedent for this 
type of Federal participation such as this bill provides for outside of 
the tuberculosis wing built at Galen and the possibility of the one 
built at Minnesota, “which of course were governmental. But the 
same safeguards exist here in case the organization should lose its 
nonprofit status, and incidentally, we had that experience with a 
Hill-Burton project in one situation, where it did lose its nonprofit 
status from the Bureau of Internal Revenue, and they immediately 
changed the whole setup under a different organization to comply, 
and the operators did move into a profit motive, and that had to be 
dealt with. If that happened here, it would have to be dealt with 
the same way. 

Mr. Wituiams. Assuming that the hospital should move into a 
profit status instead of a nonprofit status, how would these funds be 
recaptured? 

Dr. THompson. Well, I am not a lawyer. I just know that the bill 
says the Federal Government shall do so, and I assume they have 
means of doing it the same as under Hill-Burton. 

Mr. Witurams. Probably those questions should be directed to the 
Surgeon General, or perhaps Mr. Metealf. 

Dr. THompson. Yes. 

In the case at hand, we didn’t have to recapture them because the 
local community set up the proper basis for it, and it is now perfectly 
proper. But we did have to police it. 

Mr. Witurams. Thank you, sir. That is all. 

Mr. Dincetu. Mr. Chairman, I notice that we are honored today 
in having one of the staff members from the Senate committee, in 
fact, the gentleman who did most of the preliminary investigation on 
this particular matter in the Senate, and there might be some informa- 
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tion he could give this committee on this matter which might be of 
value. 

I do not want to foreclose the doctor here, but I think time is run- 
ning short, and perhaps the Chair and other members of the commit- 
tee would like to hear this gentleman. 

Mr. Wiuuiams. That is Mr. Reidy? 

Mr. Dinaeiu. Mr. Reidy. 

Mr. Mercatr. Mr. Chairman, before the witness leaves, I should 
like to ask this question: 

While there is no precedent, so far as I know, for the Indian Health 
Service and Public Health Service contributing to the nonprofit or 
religious hospital, there is the precedent they do now contract with 
such hospitals to provide these services? 

Dr. THompson. That is right. 

Mr. Mercatr. The one he described in St. Ignatius and the one at 
Polson are religious hospitals and Catholic hospitals of two different 
orders, where the Public Health Service does contract to provide the 
necessary health facilities and the hospitalization facilities for the 
tribe. That happened at the Flathead Reservation, which happens 
to be in my district. 

Mr. Wiuuiams. Of course, we do have the precedent, in a sense, in 
the general policies of the Hill-Burton Act. 

Mr. Mercatr. Yes, sir. 

Dr. Tuompson. I could cite two instances; I won’t, but there are, 
where if this bill had been in effect years ago, we would not have 
one small hospital at the Crow Agency 14 miles from Hardin, and 
the community of Hardin now having a hard time trying to finance 
a small hospital, and if they could have been put together “they would 
have both been saved the cost of an operating room, surgery, and 
all these basic facilities, and the service, the dining room and the 
kitchen and the heating plant that would be necessary. 

It is too late in that situation now, I think. I have been trying to 
sell it, even so, but it is a little late. They are built. 

But if it had been in effect, these people would now be using the 
same community hospital. Actually, the Indians do go into the com- 
munity hospital sometimes, and don’t like the Indian hospital as it is, 
and so the patients are used to being in the same beds. 

We do not have the feeling so much in these communities of being in 
beds with Indians or non-Indians in adjacent rooms. 

Mr. Loser. These contracts you referred to are between the Federal 
Government and the institution to furnish medical care or hospitaliza- 
tion for the Indians? 

Dr. THompson. Yes, that is what they are. They are contracts, 
and they cover the hospitalization portion of it. 

Mr. Loser. These hospitals as contemplated under this bill are 
not charity hospitals? 

Dr. THompson. Not necessarily. Under Hill-Burton they couldn’t 
be, because they have to give communitywide service. They could, 
however, include the welfare 

Mr. Loser. Under this bill, I am asking. 

Dr. THompson. That is right. They would not be. 

Mr. Loser. They are not ‘charity hospitals? 

Dr. Tuompson. They are not charity hospitals, that is right. 

Mr. Loser. And the Indians who are furnished hospitalization, 
will be by contract with the Federal Government? 
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Dr. THompson. That is the intention of this bill, and that is the 
intention of the resolution, that the relationship of the Public Health 
Service for the provision of the hospital care still exists, but they 
would arrange it through this hospital that they helped build, just 
like they arranged it through the two hospitals I mentioned, which 
they didn’t help build but need to remodel or replace it at this time. 

The basic reason has not been changed a bit. 

Mr. Wiuuiams. Are there any further questions? 

Mr. Near. Then the Government would pay each of these hospitals 
on a per diem basis, where all the Indian patients would go in; is that 
the idea? 

Dr. THompson. That is right, pay for all authorized to be ad- 
mitted. They would still have to be responsible for authorizing care, 
because they are the ones who are going to pay the bill on the per-day 
basis in the future. 

Mr. Neat. I did not get to hear all of your statement. I just won- 
dered how many do you anticipate, how many hospitals do you antici- 
pate, would be apt to take advantage of this particular act? 

Dr. THompson. Immediately, in Montana, 2, 3; and the fourth 
would be, if they go ahead and replace their hospital. Beyond that, 
I couldn’t say, because the situations are peculiar in that the other 
two reservations are overall Indians, and there are no non-Indians 
living close by. ‘They are isolated. 

The other two, as Mr. Metcalf said, it is the best hospital in the 
locality. 

Mr. Neau. Aside from meeting the situation which is rather acute 
at the present time, you do not anticipate a great amount of utiliza- 
tion of this law in the future? 

Dr. Tompson. In those four. But I do not know how soon all 
four of them will be ready. Three of them are; one is ready, and 
two others, with this financing, will get ready very rapidly. 

The fourth one, they haven’t vet decided whether they are going 
to replace this hospital or not. If they do not replace it, then those 
Indians will have to be hospitalized at one of the other hospitals, at 
Ronan or Polson, and that might place an extra burden on the Polson 
hospital, which did not anticipate carrying this load. 

Mr. Neat. It has been brought out here several times that the 
incidence of TB is very high in the Indian population. 

Dr. THompson. Yes. 

Mr. Neat. Would this bill contemplate the construction of separate 
TB institutions for their care? 

Dr. THompson. No. It would contemplate the TB patients going 
to the State TB hospital like other people. We would not contem- 
plate their being hospitalized in these small general hospitals. 

Mr. Neau. There are no hospital facilities for that? 

Dr. THompson. No, we don’t contemplate that. We don’t have it 
for the non-Indian people in the communities, and we don’t contem- 
plate it for these other persons. 

Mr. Ruopes. Dr. Thompson, is the Indian population up or down, 
what is the trend? 

Dr. THompson. | think it is going up slowly. The mortality is 
dropping, infant mortality is dropping. Of course, it was so high it 
almost has to drop, but any drop will improve the population. And 
I do think that tremendous strides have been made in the last couple 
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of years since the transfers. You really get some very important 
basic improvements, and this one we are talking about here is just 
one more aspect of it to help us to do the job right and economically. 

Mr. Mercaur. Mr. Chairman, Dr. Barr, as you will recall, testified, 
and in the letter I put in the record he enumerated 6 places in Minne- 
sota where this bill would also be used, and there is a possibility that 
there would be opportunity to make the same use of the legislation 
in other of the twenty-some States which have Indian reservations 
and a non-Indian fringe population, but there are 4 in Montana and 
6 in Minnesota that we know about. 

Mr. Nerau. That is what I was trying to bring out. Perhaps as 
time goes on, with the Indians scattered over reservations in the 
Northwestern States, there might be a good opportunity of combining 
this same type of thing for the satisfaction of the demands. 

Mr. Mercatr. Yes, sir. 

Dr. THompson. Wherever the Federal Government has responsi- 
bility for the Indians, there could be a useful, economical method of 
solving the problem. 

Mr. Busx. Let me ask you this question, Dr. Thompson. Let me 
see if I have this thing clear in my mind. Suppose we use in this 
example a 25-bed hospital, 6 beds, approximately, would be used for 
Indians. That would mean, if you used the formula of the Hill- 
Burton Act and the help vou get from the Indians, that the Federal 
Government would be spending about 70 percent of the construction 
of that hospital; is that right? 

Dr. THompson. That would depend on the State, Congressman, 
because in Montana we are not as generous as Minnesoia is. They 
have to put up 60 percent on the local level. I suppose that is 
because we are a wealthier State; I don’t know. But on the 40 
percent Federal-participation basis in Montana, we would deduct the 
6 from the 25, and that would leave 19 beds on which we would 
participate 40 percent, 6 beds would be the Indian health portion. 

Mr. Busu. Well, that would give you, then, about 65 percent. 

Dr. THompson. Possibly. I have not figured it out. But that 
would still be cheaper than building a whole hospital 100 percent 
with Federal funds across the street from this community hospital, 
because you would have to pay all of the surgery and all of these other 
basic services. 

Mr. Busu. I am just wondering what problems we will get into with 
our own people where we do not have these Indian problems. 

Dr. THompson. You can be thankful. 

In that connection, the letter from the health officer in Tennessee 
is very apropos, and I might just read a portion of it. 

Mr. Loser. I got his wire this morning. 

Dr. Tompson. He says he does not have this problem in Tennessee, 
but he has listened to it discussed in the Health Officers Association 
for so long that he is most grateful he doesn’t have it. 

Mr. Loser. I heard from him; Dr. Hutcheson. 

Dr. THompson. Yes. 

Mr. Loser. I observe here, Doctor, this also applies to nurses’ 
homes and training facilities. 

Dr. Tuompson. I didn’t write this bill, and I think this language 
makes it consistent with the Hill-Burton pattern. 

As a matter of fact, If non-Indians come to a nursing home, so do 
Indians. It is just a matter of a little category of care, and it is a more 
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economical type of construction, and it does not require the same kind 
of staff. 

In Montana, in our rural areas, where we have found it difficult to 
build an maintain a 10-bed hospital, if we can get 20 beds with nursing- 
home beds, we are getting a little more able to get in a position where 
they can finance it in the long run. 

Mr. Loser. | understand that. 

Dr. Thompson. Now, too sma!! a unit raises the per diem costs, 
and you do not get the service for it, either. We are concerned in our 
hospital advisory council, of which I happen to be the chairman, with 
not building any more 10-bed hospitals. You and the Congress have 
discussed it; I have read the hea arings on it. We do not have any white 
elephants, but we are afraid we are going to get some, and we thought 
we came awfully close to some on this small-bed basis, and the nursing- 
home combination has made it possible for some communities, I think, 
to resolve that problem on an operational basis in the future. 

In fact, quite a few of the small hospitals built under Hill-Burton 
are now adding 10- and 15-bed nursing units to the hospital which they 
built under Hill-Burton 5, 6,7, 8, 10 years ago, and there are several of 
those now that are in an improved state, and are under construction. 

The same principle would apply to Poplar and Wolf Point. 

Mr. Wiuutams. Are there any further questions? 

Dr. tere Just one other thing. In reading that, it also 
referred to health centers. The Hill-Burton program does, too, and 
while we have not used this in Montana yet, many of the States have 
used it in development of health centers; and if we did have a health 
center, say, at Hardin, where we have a full-time health department 
which at the moment is thinking of applying under Hill-Burton for 
funds to put in this new hospital unit, a health center, health depart- 
ment office, if there were one in effect, a portion of it could be financed 
this wav, because these two Indian reservations are now under contract 
for the preventive health services from the district health department 
under a full-time health department structure, but they have very 
inadequate offices, and they need them very badly right away if they 
are gf ong to meet the Indian health problem, and the largest portion of 
the budget for this health department comes from Indian funds, 
cutee most of the health problem is the Indian population in this 
community 

But they have no office, so it could help i in that respect, too. 

Mr. Loser. | might say, Doctor, that in Tennessee, in my district, 
my county, my city, the county health department is now constructing 
a medical center, and has received aid under the Hill-Burton Act 
It will be quite a project. 

Mr. WiuuraMs. If there are no further questions, we express our 
appreciation to you gentlemen, of course, for giving us this information. 

[, for one, coming from the State of Mississippi, which does not 
have this problem, am constrained certainly to bend an ear to the 
wishes and desires of those who do have the problem, feeling you know 
much better how to work out your own problems than we do down in 
Mississippi. 

Of course, as you might imagine, I say that for a reason. But we 
do thank you very much. 

We have a statement here from our colleague, Congresswomen 
Knutson, of Minnesota, in support of this legislation which | would 
like to have incorporated in the record. 
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(The statement referred to follows:) 


CONGRESS OF THE UNITED STATES, 
Hovsre oF REPRESENTATIVES, 
Washington, D. C., March 22, 1957. 
Hon. Oren Harris, 
Chairman, Interstate and Foreiqn Commerce Committee, 
House of Representatives, Washington, D. C. 
(Attention Mr. Elton J. Layton.) 

Dear Mr. Layton: In accordance with telephone conversation of yesterday 
afternoon held by you and Mrs. Wilson, of my staff, I am returning the material 
on Indian hospital legislation sent to you for consideration by subcommittee, 
which through misunderstanding was returned to my office. 

I shall very much appreciate your placing this material in the record of the 
hearings on this important legislation. 

Kindest personal regards, 

Sincerely, 
(Signed) Cova KNutTson, 
(Typed) Congresswoman Coya Knutson. 


STATE OF MINNESOTA, 
DEPARTMENT OF HEALTH, 


Minneapolis, March 8, 1957. 
Hon. Coya KNUTSON, 


House of Representatives, 
Washington, D.C. 

Dear REPRESENTATIVE KnutTSON: The Minnesota State Board of Health has 
reviewed the provisions of 8. 380 and H. R. 2021 (exhibit I') introduced by 
Senator Murray and Representative Metcalf entitled ‘‘Indian Hospital Aid Act 
of 1956.’’ The board wishes to express its approval, and requests every possible 
consideration to favorable action on this bill. 

At the last meeting of the State and Territorial health officers the subject of 
medical care for the Indians was given serious consideration. It was the con- 
sensus of this group that the Indian medical service in some areas could be resolved 
best through an integrated hospital service. 

If passed, this legislation will allow for joint planning of community hospitals 
and will require that the State hospital and medical facilities survey and con- 
struction authority develop hospital plans in cooperation with the USPHS Divi- 
sion of Indian Health, the community, and the local Indians in the hospital area. 
It will, in certain areas, provide greater assurance of quality hospital and medical 
service to the entire population without duplication of services and the inevitable 
increased costs which attend such duplication. It will be a further step in the 
integration of the Indian into the community life. 

We have also discussed this legislation with the Minnesota Legislative Interim 
Committee on Indian Affairs. Senator Gerald T. Mullin, its chairman, has indi- 
sated that this committee and certain other State officials will be in conference 
with you and the other Minnesota Members of Congress in Washington on 
March 18, 1957. He intends to include this proposed legislation in the discussions. 

We have reviewed information in this office relative to Indian hospital services 
and needs and believe consideration might properly be given toward assisting the 
following proposed community hospitals in their construction programs. All are 
or will be eligible for Hill-Burton aid within the next 1 or 2 years. (Exhibit II 
Hospital Services Available to Indians in Minnesota, dated January 24, 1956, 
gives further details.) 


1 Exhibit I is copy of bill and not therefore enclosed. 
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Estimated number of beds needed for Indians 


Number 

1. St. Mary’s Hospital, Detroit Lakes__- . ‘1-2 
28- bed addition to existing hospital will be started this spring. 

2. Mahnomen Hospital a ee 


Construction will probably be undertaken this spring for & new 
25-bed hospital. 
3. Bemidji Lutheran Hospital___- .... 20-22 
Will probably be eligible for Hill-Burton aid for a 36-bed addition 


to existing 52-bed hospital with 1958 fiscal allotment of Hill-Burton 
funds. 
4. Cloquet Community Hospital _ _ - mete 6-8 
Construction has started on a new 76-bed hospital for Indians 
and whites. Construction costs exceed the estimate by $439,066. 
5. Grand Marais 2-3 
Construction will probably be undertaken this spring for a new 
12-bed hospital. 
6. Cook ; : Ae — ~as. ¥a-0 
Eligible for Hill-Burton funds from 1958 fiscal allotment. Will 
be included on construction schedule when additional local funds 
are raised and assurances can be given that this community hospital 
will have two or more physicians on its staff for continued good 
operation. An 18-bed hospital is proposed. 


The above additional 37 to 46 hospital beds for Indians in community hospitals 
will complete that part of the State hospital plan to assure good hospital services 
to Indians and whites alike in all communities in which Indians reside in 
Minnesota. 

We believe, as cutlined in exhibit II, that the hospital services should be supple- 
mented by good diagnostic and treatment centers and services at Red Lake, 
White Earth, and Cass Lake, and that the Cass Lake Indian Hospital should 
eventually be converted into a community hospital with the community providing 
additional beds and remodeling the existing facilities. 

Respectfully, 
R. N. Barr, M. D., 
Secretary and Executive Officer. 


Exursit II 


MINNESOTA DEPARTMENT OF HEALTH, 
Section oF HospiTat SERVICES, 
January 24, 1956. 


HospiraAL SERVICES AVAILABLE TO INDIANS IN MINNESOTA 
THE NORTHWESTERN AREA 


The Cass Lake Indian Hospital (30 beds) is the only one of the existing Indian 
hospitals in Minnesota which is fire-resistive and which could be considered for 
continued use as a community hospital on a long-term basis. (Therei; no other 
hospital in Cass Lake—population 1,936 in 1950.) In August 1952, members of 
our staff met with representatives of the Chippewa Tribe and the village council in 
Cass Lake, and the possibility of a 30-bed addition by the local community to 
serve both the Indians and whites was discussed. It was emphasized that space, 
facilities, and services must be adequate to provide good care for the Indians. 
Certain changes would be necessary in the physical plant in order to meet the 
minimum standards for good hospital operation. This remodeling might result 
in the loss of a few beds. The Minnesota hospital (Hill-Burton) plan proposes a 
30-bed addition to the Cass Lake Indian Hospital, and the present priority for 
this area is No. 14. With the activity in some of the higher priority areas, it is 
questionable that Cass Lake could be reached for 2 to 3 years with Hill- Burton 
aid. There has been very little local community response for a hospital. 

The White Earth Indian Hospital (13 beds) is an old frame structure with 
clinic and hospital services. Many facilities are lacking and the arrangements 
are poor, particularly with respect to the surgical and obstetrical areas and the 
nursery. The following nearby community hospitals must be considered in 
planning for this area: 

1. Clearwater County Memorial Hospital, Bagley, just outside of the White 
Earth Reservation to the northeast: This is a new hospital with 33 beds and 
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10 bassinets. Percent occupancies have varied from 67 to 87 since 1950, 
with 78 percent in 1955. <A few additional patients could be admitted to 
the Bagley hospital. Expansion is possible. 

2. St. Joseph’s Hospital, Park Rapids, 15 miles southeast of the reserva- 
tion: This is a fairly new hospital with 42 beds and 8 bassinets. Percent 
occupancies have varied from 49 to 70 since 1948, with 61 percent in 1955. 
Additional patients could be admitted here. 

3. St. Mary’s Hospital, Detroit Lakes, 10 miles south of the reservation: 
This hospital has been extremely overcrowded in the past, with occupancies 
reaching over 100 percent. A new hospital to the southwest (Pelican Rapids) 
has had some effect recently, with a decrease to 82 percent in 1955. The 
Sisters are planning an addition to the Detroit Lakes Hospital. This area 
has a priority of No. 13 under the Hill-Burton program and it may be reached 
in 2 years if the program is extended. 

4. St. Anthony’s Hospital, Mahnomen, within the reservation and 19 miles 
from White E: arth, closed in 1955 (17 beds in a non-fire-resistive building). 
Dr. Kenneth Covey, formerly a contract physician and a second doctor have 
both left ekeonne n. Although one village bond issue for a new hospital 
has failed, there is still considerable local interest. The Hill-Burton i 
for this community, which is in the same area as Detroit Lakes, is also No. 13. 

The Red Lake Indian Hospital with 21 beds is fairly comparable to the White 
Earth hospital except that the clinic has recently been moved across the street 
to a remodeled frame building which also provides office space. This hospital is 
32 miles from Bemidji where there is a good hospital with 52 beds and 14 bassinets. 
The Bemidji hospital has been overcrowded at times, but the average occupancy 
for the last 3 years is 77 percent. Plans have been developed for an addition, and 
the community is awaiting Hill-Burton funds (priority No. 14, same area as Cass 
Lake). With a good clinic facility at Red Lake and the possible inclusion of a 
few beds (4 to 6) for emergency service only, hospitalization could be provided at 
Bemidji with good ambulance service. Physicians at Red Lake as well as the 
members of the medical staff at Cass Lake should be on the aetive hospital staff 
at Bemidji. 

THE NORTHEASTERN AREA 


The new 76-bed community hospital in Cloquet which will begin construction 
this spring with aid under the Hill-Burton program will accommodate the Indians 
on the Fond du Lac Reservation. In planning the capacity of this hospital, which 
is to replace three non-fire-resistive hospitals in Cloquet and the Fond du Lac 
Indian Hospital, beds were included to serve the Indian population. The new 10- 
bed hospital proposed for Grand Marais and which will probably be under con- 
struction next year with aid under the Hill-Burton program, could accommodate 
the estimated 273 Indians on the Grand Portage Reservation. Complicated cases 
could be taken to Two Harbors, where a new 35-bed hospital will soon be under 
construction (again with aid under the Hill-Burton program), or to Duluth. 

With regard to the Nett Lake Reservation, it is proposed that Cook will under- 
take the construction of a new 18-bed hospital to replace the existing nonacceptable 
10-bed hospital. Local funds are now being raised and Cook has a very high 


priority in the Minnesota plan (No. 5). Dr. Heiam, at Cook, is presently under 
contract. Sizable additions are now being constructed at the hospitals in both 
Hibbing and Virginia. The Littlefork Hospital is crowded but the hospital at 
International Falls could take additional patients. 


THE MILLE LACS AREA 


The new hospitals at Brainerd (129 beds—Hill-Burton) and Aitkin (36 beds— 
Hill-Burton) and the hospital presently under construction in Onamia can 
accommodate the Indians around Mille Lacs Lake. 

It would appear that, within the next few years, community hospital and medical 
services will reach a point in Minnesota where communities can provide good 
care for both Indians and whites in all areas, with perhaps two exceptions. There 
will probably be a need for continuing the services of the field physicians in the 
White Earth area even though hospitalization is provided in the nearby commu- 
nities. It may, however, be possible that the practicing physicians in these com- 
munities might be employed on a part-time basis to provide such services at 
designated clinic points, as for example, Ponsford and Naytahwaush. As long 
as Red Lake remains a closed reservation and the population is almost entirely 
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Indian there will be a need for physicians stationed there to provide medical 
services, but these physicians should be on the staff of the Bemidji hospital. 
For some time there will be need for the continuation of one or more physicians 
in the Cass Lake area as this hospital provides services over a very large area 
in which Indians live, and there are several clinics staffed by these physicians. 


INDIAN COMMUNITIES AND HOSPITALS IN MINNESOTA 


January 19% 
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Exuisirt III 


MINNESOTA DEPARTMENT OF HEALTH, 
Division OF DiIsEASE PREVENTION AND CONTROL, 
December 27, 1955. 


PREVENTIVE HEALTH SERVICES AVAILABLE TO INDIANS IN MINNESOTA 


The arrangement of the material in this report is primarily geographical. In 
the first section, dealing with the northwestern area of the State, an attempt 
has also been made to subdivide the material into more precise activity categories. 
This is possible for this area because it is the area which contains the bulk of the 
Indian population and the most definitely organized Indian medical facilities. 
No apology is made for including some mention of services whichare*mostly 
therapeutic. For, it is through the primary offer of therapeutic services that it 
is possible at all to expand a program which is purely preventive in intent. The 
various reservation hospitals are noted because these are not only the centers for 
therapy but are also the points of origin and administration of the preventive 
health programs. 

THE NORTHWESTERN AREA 


The northwestern area includes the Leech Lake, Red Lake, and White Earth 
Reservations. The Chippewa Hospital at Cass Lake has 30 available beds, and 
in 1955 there were 753 admissions with nearly 4,000 hospital days. The new- 
born numbered 111, with 421 newborn days. There were 11 hospital deaths 
for that fiscal year. The outpatient visits totaled over 11,000. This hospital 
serves the Indians at Onigum, Cass Lake, Bena, Ballelub, Boy River, Federal 
Dam, Inger, Bagley, and those Indians who live in purely rural areas.’ There 
are three clinic days each week at the hospital. Two field clinics are held during 
the month at Inger which is more than 45 miles away. There is also a weekly 
clinic held at the school in Bena. All of these outpatient clinics are general in 
nature, offering both therapeutic and preventive services. The only way in 
which preventive services can be estimated is to calculate the number of prenatal 
visits, well-child conferences, and immunizations that go on during the regular 
clinic hours. This has been done, and it appears that about 10 percent of the 
total visits in all of these localities are concerned with preventive procedures 
alone. This leaves 90 percent of the work done at this clinie as therapeutic in 
nature. 

The White Earth Indian Hospital is situated 22 miles north of Detroit Lakes. 
This hospital has at present 13 beds available and during the fiscal vear 1955 
hospitalized 459 people. There were a total of 2,450 hospital days. There were 
98 newborn, with 402 newborn days. Outpatient visits totaled 8,757. General 
clinics are held in the hospital three times a week while twice a week clinics are 
held at place at some distance from the hospital itself. One of these is at Pons- 
ford, which is 35 miles to the southwest over a rough country road. This clinic 
is serviced by a physician from the hospital assisted by a nurse who comes in 
from Park Rapids. This nurse is employed by Hubbard County, but she is 
under contract part time with the United States Public Health Service for 2 
days’ service to Indians. Twenty miles north of the Indian hospital there is a 
second clinic at Naytahwaush. This is a well-constructed clinic established in 
an area which also contains a sizable school, and a small town with enough stores 
to make it a minor shopping center. There is at present no public-health nurse 
available for this area. In Ponsford there is a lay health council which forms a 
definite nucleus on which to’ base public-health nursing service as well as any 
future public-health activity. There is no such committee or group at Naytah- 
waush, but there is a very active school board, and with some encouragement 
this board might very well form the nucleus for future public-health work. It is 
estimated that only about 5 percent of the clinie visits in both of these clinics 
are for preventive purposes alone. Here, again, it is apparent that the bulk 
of the visits are for therapy rather than for prevention. 

The Red Lake Reservation is 32 miles north of Bemidji and has a hospital 
with 21 available beds. In the last fiscal year there were 669 admissions repre- 
senting 3,919 hospital days. There were 130 births with 528 newborn days. 
Outpatient visits totaled 11,675. There were 12 deaths during this year. This 
is the only area where a definite division has been made between therapeutic and 
preventive clinics. Two clinics each are held every month for well babies and 
for prenatal services. The prenatal clinics are held in the hospital twice each 
month. One well-baby clinic is held in the village of Red Lake and the other in 
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the village of Redby. Once each week a general clinic is held at Ponemah, a village 
across the lake from Redby and 35 miles distant by road. This is a general clinic 
in which both preventive as well as therapeutic services are rendered. It is esti- 
mated that at Red Lake 30 percent of the clinic visits are for preventive purposes 
as contrasted to 70 percent for therapeutic services. Recently an attempt has 
been made to put preventive and public health work on a more definite basis at 
Red Lake, serviced by a team which has no concern whatever with therapeutic 
procedures. This team will be headed by a physician whose job will be purely 
in the field of preventive medicine. This physician has already arrived at Red 
Lake. It is hoped that he will be able to organize such a team which will include 
himself, the public health nurses, the sanitarian, the dentist, when one is available, 
and such auxiliary help as may be necessary. A building has recently been reno- 
vated at Red Lake to act as a clinic building as well as offices for the public health 
personnel. It is the purpose of this building to take this particular activity out 
of the hospital entirely and make it a separate and self-contained venture. At- 
tempts are likewise being made at this time to organize the community into a 
council which will be health conscious and which will work with this public health 
team in a cooperative and community spirited manner. Several meetings have 
already been held toward the organization of such a council or committee. 


Public health nursing 


The northwest area of the State has four localities in which public health nursing 
services are organized to carry on a generalized public health service to the Indian 
population. 

1. The Leech Lake Reservation which is located primarily in Cass and 
Itasca Counties with a small extension into lower Beltrami County. The 
nurse serving this area is employed by the Minnesota Department of Health. 

2. The Ponsford district located in Becker County is a part of the White 
Earth Reservation. Public health nursing service here is provided by the 
Hubbard County Nursing Board under special contract between Hubbard 
County and the Minnesota Department of Health. 

3. Naytahwaush is in Mahnomen County. A nurse employed by the 
Minnesota Department of Health is assigned to the clinic headquarters but 
extends her services into Becker and Clearwater Counties. This is also a 
part of the White Earth Reservation. This particular position is now 
vacant. 

4. The Red Lake Indian Reservation lies in Beltrami and Clearwater 
Counties. The nurse assigned to this territory is an employee of the United 
States Public Health Service, Division of Indian Health. In all of these 
areas an attempt has been made to follow generalized public health nursing 
procedures patterned after nursing services existing in other rural Minnesota 
counties. 

The nurse servicing the Leech Lake Reservation is Mrs. Cleo Dyer, and she 
has been in this position since August of 1949. She works closely with the Cass 
Lake Indian Hospital and receives her medical direction from that source. The 
villages of Bena, Inger, Ballclub, Federal Dam, and Boy River are visited, and 
the school health program is carried out under Mrs. Dyer’s direction. Routine 
screening procedures, Mantoux testing and immunization programs, conferences 
with teachers, and home visits to famiiies with health programs are all included 
in her efforts. Films have been shown and discussions lead on cleanliness and 
dental conditions. Nutrition classes, demonstrating the use of powdered milk 
have been effective. Home nursing classes are taught at Boy River High School. 
Cass Lake and Walker have their own school nurses, but health problems involv- 
ing Indian children requiring home visits are referred to Mrs. Dyer. Health 
supervision is given to mothers, infants, and preschool children. Most babies 
are born at the hospital, and it has been most valuable to have conferences with 
these mothers at the hospital at the time of delivery. A rather special problem 
exists in lower Cass County where there is a group of approximately 240 chil- 
dren receiving care in foster homes. There is, at this time, no provision for nurs- 
ing supervision of these children. Nor is it practical at this time to expand 
Mrs. Dyer’s territory to include this extra load. Funds have been appropriated 
for us by either Cass or Itasca County, which is adjacent, to provide this needed 
service. This would involve the employment of an additional nurse by either 
one of these counties. However, neither county has vet negotiated or taken any 
action to make use of this appropriated money. 

Nursing service in the Ponsford area is provided by Mrs. Shirley Wagner who 
is employed by the Hubbard County commissioners. Mrs. Wagner spends 2 
days each week in Ponsford and the surrounding country. Hubbard County is 
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paid $2,000 a year by the Division of Indian Health for this time. She assists 
at the outpatient clinic which is staffed by a doctor from the White Earth Hos- 
pital. School nursing services are given to the grade school in the area with 
routine immunization and Mantoux programs in progress. The problems in this 
area are many, and the time which can be spent on them is definitely limited. 
All phases of the service are not developed as yet. The outpatient clinic, school 
problems, tuberculosis, and orthopedic services predominate. Considerable home 
visiting is done, but the needs of the community exceed the service available. 
The particular area was previously staffed by a full-time public health nurse, who 
was an employee of the Bureau of Indian Affairs. 

Naytahwaush and its surrounding area are at present without any public health 
nursing service. The nurse who was there until recently was an employee of the 
Minnesota Department of Health. This area is isolated, the population widely 
scattered, and continuously moving. Economic conditions are extremely poor, 
and the social and health problems many. Actually it can be safely said that 
the full extent of the health problem in this particular area is unknown. This 
area too was previously serviced by a public health nurse employed by the Bureau 
of Indian Affairs. The most extensive programs in 1954, the last year during 
which there was a nurse present, were the immunization programs and the 
Mantoux surveys carried out through the school. White children as well as 
Indians were included in the Mantoux and immunization programs and screening 
procedures, as none of the surrounding counties have any county nursing services. 

The public health nurse at Red Lake is Mrs. Patricia Constans, and she is 
a Federal employee. She has been at Red Lake now somewhat less than a year. 
Her headquarters are at the Red Lake Indian Hospital. Referrals from the 
hospital are received daily and close cooperation is maintained between the hospital 


and field program. Mrs. Constans serves as clinic nurse for the onee-a-week 
clinic at Ponemah. A special feature at Red Lake has been the development 


of well-baby clinics, first organized in 1949, and prenatal clinies started in 1951. 
It has been felt that these clinics have been successful in providing better care for 
mothers and infants of the reservation. The school population is centered in 
five schools. The routine school health program involves screening procedures 
by the teachers with referral to the nurse, immunizations, Mantoux programs, 
physical examinations of first grades and other selected students. The nurse 
assists in the school health education program helping to plan for films and 
iscussion sessions. Adult education meetings have been held in the past 
ted Lake. These programs were a cooperative project with the agency, school 
and hospital sharing the responsibility. The publie health nurse had an acti 
part in the planning and the implementation of these programs. It is difficult 
to assess the actual value of this program. During the 4 years in which these 
meetings have been held attendance has always been good, but there has bee: 
a failure to produce any sense of initiative on the part of the tribal members to 
participate in or act in an advisory capacity, on lay level, to the overall health 
program. Vigorons attempts to form a health council have failed. This adult 
education program was discontinued 2 years ago because of administrative 
difficulties. Red Lake has also been the scene of several unusual incidents such 
as an epidemic of infectious hepatitis and an epidemic of streptococcal infection 
resulting in nephritis. These occurrences have involved the public health nurse in 
community control measures and were valuable experience for her in the field 
of lay participation and public health matters. While little initiative is taken 
by the people themselves there is no resistance to the public health program. 
A second public health nurse position was established this year and filled for 
a short time. The second nurse, however, resigned and since then the position 
has been abolished for reasons of economy. While, in general, the picture at 
ted Lake is encouraging much needs to be done in expanding the available 
services so that they will be accepted by more people. Only 28 percent of the 
mothers are receiving prenatal care and only 33 percent attend the well-baby 
clinics. One fortunate thing has happened here and that is that the Red Lake 
nurse is no longer besieged with requests for direct medical care. Such requests 
are referred to the hospital. The recent movement to establish a public health 
unit per se at Red Lake, with which a newly formed health council or committee is 
expected to work, has already been alluded to. 

Orthopedic services follow the State plan for crippled children services under 
the department of welfare. Public health nurses assist in case finding. Orthopedic 
and plastic conditions are referred by physicians for consultation and for treatment. 
An orthopedic field nursing consultant is available to all the nurses for individual 
help. 
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The abuse of alcohol creates a special problem. The leading cause of death is 
accidents. Nonfatal accidents, as well, account for a substantial percentage 
of hospital admissions. In one area it was estimated that alcohol is a contributing 
factor in 50 percent of the accidents, fatal and nonfatal alike. 

The public-health nurses have taken some leadership in vocational counseling. 
Several Indian girls have entered the field of nursing in both practical and pro- 
fessional categories due to the nurses’ effort. Rural hospital nursing affiliates 
assigned to the Bemidji Lutheran Hospital have a tour of duty at one or another of 
the reservation hospitals. This has been some help in recruiting nurses for hospital 
staff positions as well as stimulating interest in public-health work among basic 
nursing students. Sufficient time and personnel are the only limits to the extent 
to which the public-health program can be developed. While the above describes 
the general nature of the territory, its problems and personnel available, a true 
picture of the specific entities that make up the total public-health burden can 
only be appreciated by close study of the statistical reports originating in the 
various local areas. For example, the population curve at Red Lake shows 
marked differences from the distribution curve in the general population. This 
fact alone gives valuable clues as to where emphasis must be laid in planning 
an overall program. The prevalence of enteric infections (shigellosis is endemic 
in the area) indicates the great part sanitation will have to play in any public- 
health program. 

Tuberculosis, a long-term view will show definite progress in the control of 
this disease with respect to a decrease in death rate, fewer individuals with posi- 
tive sputums or positive cultures at large in the community, and admissions to the 
sanatorium at an earlier stage in the disease. Since 1950 medical direction has 
been given to the tuberculosis program by special outpatient service operating 
from the Minnesota State Sanatorium with Dr. E. A. Leggatt in charge. Under 
her direction clinics have been held in the local areas with the local doctors and 
nurses assisting in the setup and the operation of the clinic. Discharged patients 
have returned for followup and suspected cases as well as family contacts have 
been closely followed. The nurses have done much of the epidemiological contact 
work. However, in August of 1954, Dr. Leggatt resigned from the sanatorium 
staff, and since that time the outpatient unit has undergone some reorganization. 
Activity is now centered more at the sanatorium. X-rays taken in the field are 
read by the sanatorium staff and recommendations for further action made on the 
basis of the findings. In addition, ex-patients and suspects are beging admitted 
to the institution for a 3-day period of extensive examination. Clinics in the 
field are no longer held. This type of examination has resulted in the checking 
of a large group of patients. These patients for the most part have consisted of 
cases in the so-called arrested stage, of cases suspected of having active tuber- 
culous disease newly acquired, and a group of old patients whose arrested status has 
been reevaluated in the light of the more intensive type of examination which a 
3-day stay at the sanatorium can afford. Patients who have had thoracic surgery 
are particularly watched, returning at fairly frequent intervals for intensive 
study. Family epidemiology is left to the local doctors and the local public-health 
nurses assisted by a nurse employed by the sanatorium in an epidemiological 
capacity. It is perhaps too early to say yet whether this new routine has any 
advantages over the previous field clinie system. However, accomplished, it has 
been the intense case-finding efforts and institutionalization of these cases which 
has resulted in the remarkable improvement in the tuberculosis status among the 
Indians of Minnesota. 


Sanitation 


Sanitarians, or, more properly speaking, sanitarian aids have been working 
among the Indians in Minnesota for the past year. In the case of Red Lake there 
has been a sanitarian for the past 3 years. These sanitarians are young Indian 
men who have completed their high-school education and then taken a short but 
intensive course in sanitary practices at a special school in Phoenix, Ariz. Fin- 
ishing there, they return to their home grounds as civil service employees. Their 
duties include practical demonstrations of public health practices such as proper 
garbage disposal, proper privy construction, and the control of insects and other 
pests. During the past fiscal year they have carried out a very successful mos- 
quito and fly-control demonstration during which they demonstrated the method 
and actually sprayed the inside and outside of many houses on the reservation. 
In addition to this type of work they also take part in educational activities such 
as conferences with individuals and with small groups. They frequently make 
use of film strips as well as ordinary films for educational purposes. It is felt 
that these young men working among their own kind, in familiar surroundings, 
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having a knowledge of the native language, and being generally accepted, can do 
much toward raising the level of sanitation among the Indian people. There have 
been cases where new wells have been built, privies have been improved, and 
approved types of garbage pits constructed. These young men still require a 
good. deal of support and stimulation in their work but in the end, if successful, 
they will be attacking one of the major causes of disease among Indians every- 
where. 


Dental health 


The entire dental service for Indians in Minnesota consists of 1 dentist who must 
service over 15,000 Indians. Most of the dental work has been done in the Cass 
Lake area dealing particularly with the school population in Cass Lake as well as 
in Bena and Walker. Some attempt has been made in the summertime to cover 
the White Earth area at Ponsford and Naytahwaush but obviously with a DFM 
rate of 11 it is impossible for 1 dentist to do a good job. The dentist did spend 
some time at Red Lake 2 years ago, but has not found the time to go back there 
again. There is thus a crying need for 2 additional dentists for the State of Minne- 
sota; 1 to be established at Red Lake and 1 at White Earth. A topical fluoride 
program was carried out several years back by Dr. Jordan of the State department 
of health in cooperation with the United States Public Health Service which 
included selected grades of the Indian school population of the State. Desirable 
as this was, the backlog of dental work is so great among the Indians that it is 
doubtful whether this program made much of an impression on the dental health 
of the Indians. 

Health education 

There are presently three separate situations in the State: 

1. At the Red Lake Reservation, in addition to the hospital, a young doctor 
designated as field physician with 3 months’ orientation in public health, 
has arrived and will be in charge of the preventive program. There is a 
public health nurse and a sanitarian aide. These work as a health team, 
It is hoped that in view of even the short orientation the emphasis of this 
group can be on health education. 

2. At White Earth and Cass Lake there is no field physician although 
there is a hospital at both places, a sanitary aide at both places, and a public 
health nurse in the Cass Lake area. Some health education is being done by 
these groups. 

3. In other Indian communities aside from those mentioned, there are no 
Federal medical facilities and the medical needs are covered by contract 
physicians, county public health nurses, and in larger communities by occa- 
sional visits of the sanitary aide from Cass Lake. Overall the amount of 
health education is determined largely by the training, interest and the time 
of the doctor as well as the time and interest of the public health nurse. The 
above is admittedly a sketchy program. Health education as it is presently 
constituted would seem to be a byproduct of other medical activities rather 
than a completely planned program of its own. Under these circumstances 
it is difficult to resist the temptation to propose a health education program 
which it is felt might be effective among the Indians. 

Health education for the Indians should ultimately be a part of a generalized 
health education program. However, it seems reasonable that efforts should be 
made in the direction of the Indians immediately, because it is here where the 
need for this type of knowledge is the greatest. In communities where the popu- 
lation is entirely Indian or predominantly Indian any program of this nature 
should be based upon Indian culture, problems peculiar to Indians, and their 
confusion in trying to adjust to another culture. The total health educational 
program involves the community and those who work with the community such as 
doctors, sanitarian aides, public health nurses, school personnel and the health 
educator himself. It is reasonable to expect that these will work as a team. If 
not there is apt to be a breakdown and/or duplication of services. A health educa- 
tion program designed for Indians might include the following items: 

1. Accident prevention: This should in some measure be carried on by 
all personnel. For example, all personnel, including the health educator, 
should work toward the diminution of home accidents. This particular field can 
be very efficiently stressed by the sanitarian aide and the public health nurse 
inasmuch as these two are the ones who will probably be most frequently 
found in the Indian home. Prevention of accidents in the hospital can very 
well be the responsibility of a hospital team. A course for babysitters could 
very easily be taught in the school. A course in first aid could be taught by 
a member of the community, in the school, or by a Red Cross worker. 
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2. Patient teaching: In the hospital an effort could be made to have every 
patient experience be an educational experience as well. In clinics, indi- 
vidual teaching might be done by doctors or nurses. Public health nurses 
enter into staff education programs to acquaint the staff with patient’s back- 
ground, his problems, and to give some understanding of the patient as an 
individual. Patient teaching in the hospital can become the business of 
every member of the staff. This would include even the attendants who 
should have some knowledge of the fundamentals of patient teaching. A 
definite program should be developed within the hospital as to teaching the 
sare of the infants before patient leaves the hospital. This is especially true 
in primiparae. Other fields are the elements of self-care as in diabetics, 
cardiacs, ete. In the field, the public health nurse will make health educa- 
tion fit into her already broad total program. Her educational program 
would include both group and individual teaching and would be composed 
of such activities as well baby and prenatal conferences, mothers classes, 
home nursing. She would also integrate nutrition, sanitation, and mental 
health into all aspects of her work. In addition, she helps to stimulate 
interest in community activity and acts as a consultant for various preven- 
tive projects, without herself being responsible for the community organiza- 
tion, per se. 

THE NORTHEASTERN AREA 


The northeastern area has Indians on the Nett Lake Reservation, the Grand 
Portage Reservation, and the Fond du Lac Reservation. In addition to this, 
there are Indian families scattered through the Iron Range district as well as in 
other localities. 

It is difficult to separate Indian services from those which go to other residents 
of the area. No distinction is made in record keeping except insofar as the Nett 
Lake and Grand Portage Reservations may be getting services. By and large 
the residents of the reservations receive qualitatively and quantitatively the same 
services as do other residents of this area. At times there may be a slight pref- 
erential treatment for the reservation as against the nonreservation resident. 

The terms of environmental sanitation, community water supplies and sewage 
disposal on the reservations come in for their fair share of the time of the public 
health engineer. 

At Grand Portage the county public health nurse services a weekly general 
medical clinic for Indians. This is staffed by Dr. Smith of Grand Marais. A 
similar arrangement formerly prevailed at Nett Lake where one of the county 
staff nurses regularly serviced a weekly general medical clinie conducted by the 
contract physician for that area. More recently Dr. William Heiam was awarded 
this contract but excluded the weekly clinics at the reservation and required that 
patients come to his office. Since that time, of course, the weekly clinics were 
abandoned and consequently the nurse does not now give this service. 

At both Nett Lake and Grand Portage, the schoolchildren come in for the same 
immunization procedures which prevail for the other schools in this area. The 
Nett. Lake Reservation has been receiving annual chest X-rays and tuberculin 
testing services for as many of the population as can be rounded up. 

For hospital services, the Grand Portage Indians must travel a distance of over 
200 miles to the Fond du Lac Hospital at Cloquet. Hospitalization is supplied 
the Indians of the Nett Lake Reservation under contract at the hospital in Cook, 
where the contract physician, Dr. Heiam, also takes care of their outpatient 
needs. The Nett Lake Indians thus have only 32 miles to travel to the nearest 
hospital. It is the opinion of Dr. Finkelstein, the subarea medical director for 
the Indian Health Division of the United States Public Health Service, that this 
32-mile distance does preclude the Nett Lake Indians from getting some phases 
of preventive medical services. Most probably the services that they lack would 
be in the field of maternal and child health. 

As has been mentioned, the hospital at Cloquet services the Fond du Lac Res- 
ervation and accepts, as well, Indians from the Grand Portage Reservation. 
This hospital has 14 beds available. In the last fiscal year they had 288 admis- 
sions with 3,313 hospital days. There were 39 newborn with 244 newborn days. 
Five deaths occurred in the hospital. The total number of outpatient visits 
was 1,261. It is estimated that at this hospital approximately 15 percent of the 
outpatient visits were concerned with preventive measures. Otherwise, public 
health services of a preventive nature are the same for the Indians in this area 
as for the white population which surrounds it. 

There is no attending physician stationed at this hospital. The medical staff- 
ing is done by contract with one of the local physicians in Cloquet. 
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THE MILLE LACS AREA 


The Indians here live in an area bordering on the south and west side of Mille 
Lacs Lake. They own land throughout which is largely forest with very little 
farming and gardening carried out. There are about 500 Indians in this area 
with their central location the village of Vineland. The area has ‘about 90 chil- 
dren in the Indian school at Vineland and a few children attend the public school 
at Isle. The Vineland school is a well-built structure having modern and sani- 
tary plumbing and water supply. The children at Vineland are served an ade- 
quate hot lunch. They have immunization programs for diphtheria and tetanus 
in the higher grades and in the first two grades pertussis vaccine is added to the 
immunizing material. First and second grades have had the Salk vaccine in 1955 
and in the spring of 1955 there was an X-ray followup of contacts to positive 
Mantoux reactors and a reray of all old known cases. This tuberculosis work 
was done by personnel from the sanatorium at Ah-Gwah-Ching and by Dr. John- 
son of Isle. At the present time there is no nursing service in Mille Lacs County. 
Miss Johnson, the generalized nursing consultant has done some work among the 
Indians with the help of the executive secretary of the welfare department in 
Mille Lacs County. The children at Vineland were also checked for visual and 
hearing defects in the spring of 1955. The public health nursing -position in 
Mille Lacs County has been vacant since June of 1955. Prior to this the county 
nurse spent a great deal of time working among these people. 

The sanitarian aid based at Cass Lake has been in the area several times for 
the purpose of teaching sanitation to the Mille Lacs Indians. He has shown films, 
held conferences, and given demonstrations. 

The Indians here also have had the benefit of topical fluoride application at 
the same time other Indians in the State were taken care of under the program 
supervised by Dr. Jordan of the State health department. 

Dr. Johnson of Isle has a contract with the Indian Service and maintains a 
dispensary in the Vineland area which he operates at frequent intervals. The 
majority of maternity cases go to Cloquet and some to Brainerd. 

Housing in the area is from poor to very poor with considerable crowding. In 
the summer these people move into tepees along the road. The Indians own the 
land in the area but they don’t do much farming. They do some commercial 
fishing with nets, gather wild rice, trap, hunt, and work as laborers at times. 
The women do some basketry work which is sold to tourists. 

The homes in which the Indians live have no modern sanitary facilities. There 
are seattered wells throughout the area and water from the lake is used. An 
investigation and report was made of the water supplies at the Vineland school 
and reservation initially by this district office. The district engineer is available 
for advisory service on request. 


THE TWIN CITIES AREA 


It is estimated that there are about 7,000 or 8,000 Indians now living in St. Paul 
and Minneapolis. Minneapolis has the larger number with an estimate of approx- 
imately 5,000 Indian residents. This influx of Indians has occurred only within 
the last few years, probably mostly within the last 3 years. This has created a 
number of problems in both cities and especially in Minneapolis. These problems 
are apparently serious enough from the socioeconomic standpoint to engage the 
attention of a number of agencies in the cities. At the present time there is a 
citywide committee in Minneapolis under the Community Welfare Council which 
is concerning itself with the problem of the Jndian population. The consultant 
in school social work of the Minneapolis public schools states that she knows that 
the visiting teachers are working closely with this particular committee. This 
consultant also states that the visiting teachers servicing four of the schools in 
Minneapolis have been particularly concerned about the problems of the Indian 
children moving into the city for at least the past 3 years. The principal of one 
of these schools has taken special leadership in meeting with various groups in 
regard to problems presented by the Indian child in school. The chief school 
nurse makes the following statement. ‘Indian children are given the same serv- 
ices as other children, health, screening, ete. Indian children and their families 
do, however, require more time in the followthrough for the medical care of defects. 
Indian families are generally more irresponsible, their living conditions are poor, 
and they are therefore more prone to communicable disease. 

Examples: 

1. As a general rule an Indian family requires 3 and 4 followup visits in order to 
accomplish ones objectives as compared to one or two visits for other families. 
One pupil had infectious hepatitis and after hospitalization he was to go to General 
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Hospital Outpatient Department every week for followup care. In order for this 
pupil to get there it seemed a followup visit to encourage his going was necessary 
every week. This continued for 3 months. 

2. Indian pupils particularly when first new to the city need visits to the home to 
convey to the family the school attendance policy. Iliness is used as ‘an excuse 
for nonattendance. 

3. In November, 1955, two Indian pupils from one school were excused from 
school to be hospitalized at Glen Lake for tuberculosis. This will require Mantoux 
testing of two classrooms at the Greeley School in January of 1956 and a close 
followup of family contacts to insure that followthrough care is obtained.” 

In the child study department which handles problems of an emotional and 
mental nature there has been no increase in service to Indians. The head of this 
department says, “‘In fact we have not seen any in the past and still don’t. I 
don’t know whether this is just chance, time lag, or what.’ 

In general, it can be said that Indian adults and children living in the Twin 
Cities have available to them all the free preventive medical services that are 
available to other citizens of these communities. There is no residence require- 
ment; the financial requirement is the same as for others, namely an income under 
$265.00 for a family of 3 with an additional $30 for each additional member of 
the family. Indians are thus eligible to attend the city operated immunization 
and well-child clinics. They are likewise eligible to attend clinics where dental 
care is given. There are clinics for prenatal care available at the Minneapolis 
General Hospital, at the University Hospital, and at the Maternity Hospital. 
But attendance at these requires a residence period of 2 years. The out- 
patient clinic of the Glen Lake Sanatorium, which is located in Minneapolis 
offers its diagnostic services to all residents regardles of the length of residence. 
The problem of hospitalization, however, is more complicated in case an active 
ease of tuberculosis is found. 

In St. Paul, the problem is not so great as the number of Indians in that city 
is relatively small. Here again in a general way all services available to the 
general public are also available to Indian children and no special problems have 
arisen which are peculiarly identified with Indians. 


THE SOUTHERN AREA 


Up to now, the Indians that have been considered have been almost exclusively 
those belonging to the Chippewa Nation. There are in addition, in the southern 
half of the State small groups of Sioux which present their own individual problems. 
There are no Indian service hospitals to care for these Indians and medical service 
for them is secured on a contract basis. There are thus contract doctors who take 
sare of the individual needs of the Indians and there are also various local hospitals 
which are under contract to render hospital service whenever it is needed by an 
Indian applicant. 

In the southwestern area the two major groups of Indians are located around 
Granite Falls in Yellow Medicine County and around Morton in Redwood County. 
For ordinary immunization most of the Indians receive their ‘‘shots’” in the 
regular school immunization programs every 3 years, or they may go to their 
private doctors. A large percentage are on relief of one sort or another and 
they may go to the doctors of their own choice. In Morton, Dr. Joseph R. Lenz 
is under contract with the United States Public Health Service; however, a goodly 
share of Indians do not go to him, but seek private care in Redwood Falls. Most 
of the Indian children receive immunization and tuberculin testing as offered 
to the rest of the community through the school health program. During the 
fall of 1954 and the spring of 1955 a group from the State sanatorium at Ah- 
Gwah-Ching was in the neighborhood to investigate the tuberculosis status of 
this region. They conducted a Mantoux survey and, using a portable machine, 
X-rayed all Indians, and as a result found 1 adult and 4 children, all related, 
in 1 family, as the only active cases in Morton, and 2 adults as the only active 
cases in Granite Falls. The regular county nurses did all of the followup work. 
The Yellow Medicine County Nursing Service was reactivated May 1, 1955, 
and the county public-health nurse is carrying out ante partum and post partum 
visiting program. These visits are very well received, and the Indians come to 
the office voluntarily to ask questions. In Morton the nurse is on only a part-time 
basis, and outside of the tuberculosis and general immunization programs she 
has spent much time in pediculosis control, and also during her visits has attempted 
to do some health teaching. Her efforts are also well received. 

The other group of Indians in the southern part of Minnesota are at Prairie 
Island in Goodhue County on the eastern border of the State. These number 
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about 82 and vary in age from 1 to 75 years. Their medical needs are met by a 
contract physician, Dr. L. A. Steffens, of Red Wing. There is apparently a 
good deal of wandering about in this group of Indians both for the purposes of 
seeking employment in adjacent areas as well as for joining one or the other 
branches of the armed services. The schoolchildren attend the immunization, 
vaccination, and Mantoux clinics that are set up for schoolchildren in general. 
The public-health nurse in this area indicates that the services of a dentist are 
badly needed. .The contract physician serving this area state that the pregnant 
women, especially the younger ones, are pretty faithful in coming to his office 
for prenatal supervision. 
SUMMARY 


There is, in Minnesota, a universal appreciation of the importance of preventive 
medical services for Indians. There is also a great willingness on the part of all 
medical officers and public-health nurses to extend such services to Indian on 
the same basis as they are offered to non-Indians. Where Federal facilities exist, 
other health agencies, State and local, have offered full cooperation. 

It is apparent, too, that not enough of the Indian people are asking for or taking 
advantage of the services that do exist. The peculiar problems of Indian health, 
colored as they are by social, economic, and cultural overtones, make it imperative 
that greater effort be expended in an attempt to have more of the Indians accept 
the benefits that can accrue from preventive medicine and public-health measures. 
This is the big task of health education. 

The origin of the existing services is diverse. In some instances it is purely 
Federal; in other instances it is county based; sometimes it originates with the 
State department of health or the welfare department, and often the service is a 
combined responsibility. Nevertheless, Minnesota has gone far in accepting, on 
a State level, a great share of the responsibility for the health and welfare of its 
Indian citizens. 
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Hospital statistics: Minnesota Chippewa Agency 


Hospital sions days days | 


Fiscal year 1955 


Admis- | Hospital Mentioned Santen Deaths 


| 


7 
Out- 

patient 
visits 





Fond du Lac. 
White Earth 
Red Lake 
Cass Lake 








Fond du Lac 
White Earth 
Red Lake. -- 
Cass Lake. 








Average stay 


Per patient 
day 
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Red Lake 
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Indian population in Minnesota 


Per newborn 





Reservation Enrolled 


population 


Fond du Lac 
Grand Portage. -_-. 
Leech Lake 
Lower Sioux 
Mille Lacs 

Nett Lake 
Prairie Island _ - 
Red Lake. 

Upper Sioux 
White Earth... 


1, 439 
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230 
452 
811 
111 | 

3, 393 
104 | 








Estimated 
population 
living on 


| reservation 
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273 
835 
186 
291 
577 
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70 
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Public-health nursing serviees to Indians, northwest area: Annual summary 1954 


Communicable disease control: 
Diirabeniebe ss iss sce ee. tl 
Field visits__. a2 Pol 
Office visits_- i 
Number of clinics__ 

Industrial health: 

Visits to plants (total) - 
Original visits_-_- 2 ------- 

Tuberculosis: 

Admissions (total) . 5 
New cases______- ath 
Old cases se 
Contacts ae 

Field visits (total) 
Cases_ 
Contacts 

Office visits (total) : 
ee 
Contacts . 

Number of clinics_- 

Maternity: 

Admissions (total) 
Antepartal 
Postpartal 

Field visits (total) 
Antepartal_- 
Postpartal 

Office visits (total) _- 
Antepartal_- 
Postpartal 

Number of clinics__- 

Infant: 

Admissions (total) ; 
Neonatal (under 28 

days) 

Field yisits____ 

Office visits ‘ 

Number of clinics. 

Preschool: 

Admissions - 

Field visits_- 

Office visits__.__---- 

Number of clinics_- 

School (field activities) : 

Admissions -_-_- _- 
Fielé? visits- : 
Office visits (not in school) 
Number of schools visited 
Number visits to schools. 

In-school activities_- 

Adult health: 

Admissions (total) __- 
0 EE ied 
Heart_- 

Other-_ 


65 
122 
30 
40 


— 


150 
16 
56 
81 

453 

127 

173 

234 
89 
75 


26 


176 
143 
15 
56 
46 
9 
127 
114 
12 


Adult health—Continued 
Field visits (total) - 
Cancer__- 
Heart_ 
Other_ ; 
Office visits (total) 
Cancer : 
Heart___- bina 
Other. 
Number of visits to nursing 
homes _ G 
Crippled children: 
Admissions (total) _- 
Rheumatic fever, heart 
Field visits (total) 
Rheumatic fever, heart 
Office visits (total) 
Rheumatic fever, heart 
Number of clinics 
Publicity and group instruction: 
Number of topics given to 
newspapers, radio, or TV 
Number of exhibits set up 
Number of movies and film 
strip showings 
Attendance 
Number of health talks 
Attendance 
Administration: 
Number of nursing 
meetings attended 
Staff education conferences 
attended 
Community of health coun- 
cil meetings attended 
Other meetings attended 
Interview in behalf of serv- 
ice 
Number planned individual 
conferences with advisory 
nurse or supervisor " 
Student field instruction __- 
Number of students 
Number of days 


board 


Number of individuals pro- 


vided: observation 
Summary: 
Total field visits 
Total office visits 
Total therapeutic 
visits _ 
Total mileage on duty _ 


—. 


281 
19 

10 
305 

1, 243 
21 

74 

1, 216 
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MINNESOTA HEALTH DISTRICTS 
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Mr. WituiaMs. There is an executive session of the full committee 
underway at the present time, and, as I understand it, we will probably 
reach a rather important decision between 11:30 and 12, so if there is 
no objection, the subcommittee will stand adjourned until tomorrow 
morning, when we will hear Dr. Burney. 

(The following letter was submitted for the record:) 


State OF WASHINGTON, 
DEPARTMENT OF H®eALTH, 
OFFICE OF THE DIRECTOR, 
Olympia, Wash., March 14, 1957. 
Re 8S. 380 and H. R. 2021, identical bills introduced in Congress providing for 
grants to community hospitals which will serve Indians. 
Hon. Don MaGNusoN, 
House of Representatives, 
Washington, D. C, 

My Dear Mr. Maanuson: The following information may be helpful in your 
consideration of these bills: 

The 1950 census shows in the State of Washington 13,816 Indians. They 
have been included, since the inception of the Hill-Burton program, in the civil- 
ian population which is used for computing the need for general hospital beds. 

These Indians are pretty well distributed across the State so that the need for 
beds on an average of 3 to 4 beds per thousand population would not be very 
great in any 1 area. However, such a program might be of some help in the 
following areas: 

The Colville Indian Reservation has almost 3,000 population which would 
contribute to the need for beds in community hospitals in the area, particularly 
if the Indian hospital at Nespelem were closed. This would affect the Coulee 
Dam Hospital, the Ferry County Hospital, and perhaps others. 

About 1,200 Indians are served by the hospital at Forks. There is no indi- 
cation at this time that expansion of Forks Hospital is needed, but if it ever 
were, a small amount of Indian service funds might be utilized here. 

3. The Yakima Indian Reservation has over 2,600 population, which is prob- 
ably served mainly by the hospital in Toppenish. Likewise, if this hospital were 
to require expansion, some Indian service funds might be utilized here. 

The other Indians in the State are located nearer larger metropolitan areas and 
would not be a large contributing faetor to need for hospitals beds in these areas. 

Although no great need for a bill of this kind is indicated in this State at pres- 
ent, it is possible that such a provision might prove useful at some future date 
if hospital expansion in the areas indicated above were contemplated. 

Sincerely, 
BERNARD Bucove, M. D., 
State Director of Health. 


(Whereupon, at 11:30 a. m., the subcommittee recessed, to recon- 
vene at. 10 a. m., Wednesday, April 10, 1957.) 
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